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and Obstetric Medicine in University College, London; Obstetric 
Physician to University College Hospital. f 


WHEN a pregnant woman is suffering from operable cancer of the 
cervix the considerations which will guide us in treatment vary 
according as the patient is in the first seven months or the last two! 
months of pregnancy. In the former case the treatment usually 
adopted entails the sacrifice of the child; but, except in France (where 
Bouilly, Pinard, Varnier and Champetier de Ribes? have advocated 
waiting till the end of pregnancy) I believe gynecologists agree that 
the sacrifice of the child is justified in these cases in the interest of 
the mother. The operative technique offers no special difficulties in 
the early months. 

In the last two months of pregnancy, with which only this paper 
deals, the difficulties of treatment of operable cancer are increased by 
the interests of the child and by the great vascularity and large size 
of the uterus. The infrequency of the cases in the care of individual 
gynecologists and the great rarity of “cure”? have rendered the 
treatment varied and the results have been very unsatisfactory. The 


* Paper read at the November Meeting of the Obstetrical Society of London. i” 

1, German authors mostly speak of ten months (/unar) where we speak of nine 
months (calendar): the last two months of British writers thus —— roughly to 
the last three of German writers in including the ages at which the child has a 
reasonable chance of survival. 

2. Annales de Gynécologie et d’ Obstétrique, 1901.” 


3. I use the term for the sake of brevity in the conventional sense of ‘‘ freedom 
from recurrence for five years.” 
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following three cases successfully treated by an operation which is 
now uncommon will, I think, be of interest to the Society. 


Case 1. E.W., aged 33, married 10 years, who had had four 
children (born without the aid of instruments) and one abortion, was 
delivered by forceps in the Maternity of University College Hospital 
of a full-term living child, through a cancerous cervix, on March 25, 
1893, by my assistant, Mr. H. Ballance, who correctly diagnosed the 
condition. She had suffered from pains for the previous week and 
a discharge of blood, which she had had for eight months, had 
increased. Regular pains set in on March 24th, at 6 p.m. The os 
dilated slowly, the posterior lip dilating well, but the anterior lip, 
occupied by the cancerous growth, not yielding. At 1 a.m. on the 
25th the membranes were ruptured artificially. The labour progressed 
slowly although the pains were fairly strong. At 5-20 a.m., as the 
pulse was 100, and the patient had not much strength for bearing 
down, the forceps was applied (the head being low in the pelvis), 
although the os was not fully dilated. Very gentle traction sufficed 
to deliver a living male child.4 The placenta was expressed fifteen 
minutes later. There was no post-partum hemorrhage. The patient 
made an uninterrupted recovery, the temperature not rising above 
98°4° during the puerperium. Iodine douches were given daily. 

She was admitted to University College Hospital on April 5th, 1893, 
and stated that for the last eight months she had had a bad discharge 
consisting of blood and matter, but no clots. The discharge was 
greater after exertion. It had not altered in amount since the birth 
of her child. She had not lost flesh and had generally enjoyed good 
health, but had been troubled with a white discharge occasionally 
before her present illness. She began to menstruate at 14, was always 
regular, the periods lasting four days and being accompanied by a 
good deal of pain at the beginning. There was no history of tumours 
in the family. 

On admission the patient looked fairly well and was not anemic. 
The heart sounds were normal. There were some sibilant rales all 
over the chest. The fundus of the uterus reached up to a height 
of 3iin. above the pubes. There was a slightly enlarged gland to be 
felt in the right groin. The perineum, slightly notched, had practic- 
ally healed. The cervix was rather far back and drawn over to the 
right side of the pelvis. It was movable. The anterior lip of the 
cervix was greatly enlarged by an ulcerated, malignant growth, as 
far as the vaginal insertion; the posterior lip was free. The drawing 


4. This child died when eleven months old of whooping cough. 
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Fic. }, Case 1. Squamuos epithelioma of cervix. Sketch 
by author just before operation (natural size). 


Tic. 2, Case 1. Squamous epithelioma of cervix, microscopic 
section under low power. 


PLATE I. 
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(see Plate I., Fig. 1) shows the actual size and appearance of the cervix 
just before operation. The growth did not bleed much on examination. 
There was no invasion of the broad ligaments, as determined by 
rectal examination. 

On April 8th, 1893, I removed the cervix by the high amputation. 
After incising the vagina in front of the cervix and pushing up the 
bladder, a similar incision was made behind, and the base of the 
broad ligament was tied with thick catgut ligatures and the part 
between the cervix and the ligatures divided with scissors. The 
cervix was then freed higher up, during which part of the operation 
the uterine cavity was opened anteriorily. One or two small vessels were 
temporarily clamped, and then the cervix was cut off and all bleeding 
stopped with Pacquelin’s cautery. The peritoneum was not opened. 
The vagina was firmly packed with iodoform gauze and a morphia 
suppository given. The recovery was uneventful. The gauze was 
removed on April 11th; afterwards boric acid douches and iodoform 
bougies were employed. On April 25th the body of the uterus had 
involuted well; it did not appear to measure more than ltin. to 2in. 
in outside length. At the fundus of the vagina was a healthy, 
granulating surface, measuring 3in. by }in. Microscopic examination 
showed the growth to be a squamous epithelioma (see Plate I., Fig. 2). 
[The cervix and sections were shown.] On May 4th the wound had 
soundly healed, and on May 8th the patient left the hospital, she and 
her child being quite well. She was regular afterwards and at first 
menstruated without pain, but in February, 1894, had considerable 
pain. 

On June 6th, 1894, she menstruated for the last time and became 
pregnant. On March 6th, 1895, I performed Porro’s operation, 
treating the stump extra-peritoneally with the serre-nwud; the 
ovaries and tubes were also removed. Both the mother and the child 
recovered well. I have published a full account of the operation in 
Obstetrical Transactions, Vol. xxxviii., p. 413. The child weighed 
Tlbs. 50z. I have seen the patient and her child frequently since. 


In May, 1894, the patient weighed 8st..9lbs. ... Infant 


” June, 1897, ” ” 8 ” 2 ” es 

” May, 1898, ” ” 7 ” 12 ” — 

» Oct., 1902, ... ost. 12]bs. 
” July, 1903, ” ” 9 ” 8 ” 


,, July, 1904, te 
In Feb., 1899, she still had flushes two or three times a day. 
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I saw her on July 16, 1903; she was quite well. The abdominal 
and vaginal scars were perfectly sound and free from hernia. The 
child delivered by Cesarean section on March 6th, 1893, was also well. 
Sexual desire and sexual pleasure had been absent since the operation. 
She was examined by me in July, 1904, when she was quite well, 
eleven and a quarter years after the high amputation of the cervix. 
The child also was well. 


Case. A.C., aged 35, married 16 years, during which time she 
had had eight children but no miscarriage, was admitted to University 
College Hospital on January 3rd, 1896, complaining of discharge, a 
burning and scalding sensation in the womb, bleeding, and pain in 
the right groin. 

Seven months ago she noticed that after coitus, which was 
painful, she lost a small quantity of blood, but she stated that she 
had had similar symptoms during her pregnancy in 1891. In June, 
1895, she became pregnant, and in September, 1895, she noticed a 
discharge, white in colour, not blood-stained except after coitus, and 
in the last six weeks before admission the discharge had been thin, 
watery, and at times blood-stained and offensive. During the last 
three days she had lost a considerable quantity of blood with clots, 
and the discharge had been reddish-yellow in colour. 

She had had fairly good health till four years ago, when she came 
to London, after that time she constantly suffered from cough and 
shortness of breath. Nineteen years ago she had rheumatic: fever. 
Three years ago she suffered pain in the lower part of the abdomen 
on the right side and vomited a little blood. A short time before this 
the patient had some small ulcers about the labia with swelling of 
these parts, also discharge and scalding in micturition. There were 
no definite symptoms nor history of syphilis. 

A cousin of the patient died of cancer of the womb. There was 
no family history of tubercle. 

The patient’s first child was still-born; some of the labours were 
long and difficult, but instruments were not used. The patient was 
last unwell on June 6th, 1895 (seven months before admission). 
Menstruation began at 14, was always regular, rather profuse, and 
preceded by rather severe pain in the back. 

On admission the patient looked in fairly good condition, not 
anemic nor cachectic. The heart sounds were rather weak. There 
was no murmur. The breath sounds, rather harsh, were well heard 
at the bases behind. There were no rales. The abdomen was dis- 
tended as by the uterus at 6} months; the girth at the umbilicus was 
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PLATE II. 


Fic. 1, Casz 2. Squamous epithelioma of cervix, showing 
amount amputated. 


Fic. 2, Casz 2. Squamous epithelioma of cervix. Sketch 
by author just before operation (natural size). 
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.354:ns. The uterus reached up vertically to a height of 83ins. above the 

pubes, 3ins. above the umbilicus. Fetal movements were seen and 
- felt. The child was in the second vertex position, the back on the 
right side of the fundus; there was no placenta on the anterior wall 
of the uterus. The glands in the groin were not enlarged. The liver 
appeared to be normal. The cervix was high up and much enlarged. 
There was an irregular malignant growth on the posterior lip and in 
the canal on the left side, bleeding a little on examination and typically 
malignant both to touch and speculum. The exact shape and dimen- 
sions are shown in the drawing made by me just before operation, the 
measurements being taken with compasses (see Plate II., Fig. 2). The 
growth did not appear to involve the vagina nor the broad ligaments. 
I advised the patient to have labour induced and the cervix removed, 
but she refused; and it was only by making threats which I was not 
in a position to carry out that the patient was persuaded to let me 
bring on labour. At 3 p.m. on January 9th, the vagina having been 
douched with 1:3000 sublimate solution, I introduced a Champetier 
de Ribes bag after dilating with Hegar’s dilators. During the night 
the patient had scarcely any sleep; at 9 p.m. “xx. of tr. opii were 
given; at 11 p.m. chloral hydrate grs. xii.; at 3 a.m. chloral hydrate 
grs. xv. At 7 a.m. on the 10th, labour pains set in; at 9-45 a.m. the 
bag was expelled. The head was found in the third position and four 
inches of pulsating cord prolapsed. The os was fully dilated. In a 
few minutes the child was born and it was followed in twenty minutes 
by the placenta and membranes. Very little blood was lost and the 
uterus retracted well. A vaginal douche of (3i to Oi) iodine was 
given and 3 minims of hypodermic injection of ergotin. The ° 
temperature was 99°6, the pulse 84. 

On examination the cervix did not appear to be much lacerated, 
and the growth in the cervix felt much the same as before the intro- 
duction of the bag. The child, a male, 16ins. long, weighed 3lbs. 7oz. 
It was very feeble and, although it gave a few gasps, in spite of 
artificial respiration it only survived 38 minutes. 


Measurements of the child’s head oc. mental... ... 4} ins. 
” » 00. frontal... ... 4, 
” » 8ub-oc. bregmatic 3} ,, 
9 »» cervico-bregmatic 32 ,, 
” » biparietal... ... 32 ,, 
» » bitemporal ... 232 ,, 
» bimastoid... ... 23 ,, 


” » mento-frontal ... 22 ,, 
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The patient passed through the puerperium without any serious 
drawback. The temperature did not reach 100° and the pulse was 
only once over 80 during the first ten days; she afterwards had a slight 
attack of rheumatism which she had previously suffered from. This 
raised the temperature for a few days (on one occasion to 103°8), but 
by the 15th day it was normal. During the puerperium two douches 
of iodine solution (3i to Oi) were given daily). 


On Jan. 14 the uterus was 3} in. above the pubes. 


On January 28, 1896, I removed the cervix by the high amputa- 
tion, cutting the vagina with scissors, tying the broad ligaments and 
vessels with catgut and severing the cervix with Pacquelin’s cautery. 
The peritoneum was opened posteriorly and a piece of iodoform gauze 
inserted. The portion of the cervix removed measured lhin. 
vertically, 23ins. antero-posteriorily, and 13in. transversely. The 
operation took 1} hour. A vaginal plug of iodoform gauze was 
placed in the vagina. The patient had a slight attack of cystitis 
and pain in the left iliac region, and on February 7th a rigor with 
temperature of 104°8°; it was probably due to constipation, as it fell 
and the pain disappeared after a dose of castor oil. On February 8th 
the sutures were removed and the wound found to be granulating 
well. Microscopic examination showed the growth to be a squamous 
epithelioma (see Plate II.). [The specimen and sections were 
exhibited. | 

On February 11th there was no tenderness around the uterus. 

On February 17th the patient left the hospital with the scar quite 
healed. On March 18th she weighed 9st. 13lbs. I have seen the 
patient every year since. 


On July 14, 1896, she weighed 10st. 1b. 


» Oct. 6, 1896, 
» Mar. 30, 1897, a. 
» Oct. 18, 1898, Bm 
» May 9, 1899, 10, 
» Jan. 30, 1900, ss 10 ,, 10 ,, 
» Apr. 16, 1901, 
» dune 24, 1902, 


Oct. 20, 1903, By» 


sake ” 15 ” 3} ” ” 
isis ” 16 ” 3 ” ” 
” 17 ” 25 ” ” 
“ee ” 18 ” 23 ” ” 
7 
” 20 ” 24 ” ” 
” 22 ” 2} ” ” 
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I saw her on October 20th, 1903, 72 years after operation. She 
was in robust health. The scar was quite healthy and there was no 
sign of recurrence. Menstruation had been regular every four weeks, 
for six days. She has had no trouble since the operation except 
slight pain for two days of the period. This was relieved by 5 or 10 
grains of antipyrin. The vagina was capacious, easily took a 
speculum 12in. in diameter for 44ins. but would admit a much larger 
speculum. Coitus took place but was usually painful. Sexual 
gratification has never been experienced either before or since the 
operation. The patient came to the hospital on August 9th, 1904, to 
show that she was quite well—over 8} years since the cervix was 
removed. 


Case 111.* M.S., aged 38, came to the out-patient department on 
June 5th, four months and eleven days after delivery. Cancer of 
the cervix was diagnosed by Dr. Blacker and she was admitted to 
University College Hospital on June 23rd, 1896, complaining of loss 
of blood every day since her last confinement on January 25th, 1896. 
She has been twice married—firstly at 21 years of age: from this 
marriage issued six children including twins; only the eldest child 
of these six survives, the others died of convulsions—secondly at 32 
years of age: from this marriage resulted three children of which 
the eldest two are healthy, the youngest, five months old, had a red 
rash on the buttocks, “corruption” round its nose and a discharge and 
snuffles. The patient had persistent sore throat in December, 1895, 
lasting six weeks, but has never had any eruption on the body. 
Two and a half years ago she had a vaginal discharge and marked 
swelling of the vulva, with frequent and painful micturition. 

The patient was delivered in the Maternity of University College 
Hospital, on January 25th, 1896, being attended by a student. She 
was at full term and the delivery was normal and the child living. 
There was no bleeding before labour which was easy and lasted six 
hours. She got up on the eleventh day, still bleeding. Every day 
_ since her delivery she has lost blood and a few shreds, but never any 
clots, nor has she had pain except once three days before admission 
when she had paroxysmal pain in the lower abdomen. 

On admission the patient was anemic; the breasts contained milk. 
There was nothing abnormal to be felt in the abdomen. The glands 
in the groin were not enlarged. The cervix was in the middle of the 

* In this case the cancer was not actually observed until nearly 4; months after 
delivery ; but the patient had had every day since her confinement loss of blood and 
shreds, which ceased after the removal of the cancerous cervix. There is, therefore, I 


think, no doubt that the cancer existed at the time of labour ; but those who think 
differently will exclude this case. 
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pelvis; it had been slightly lacerated on both sides. On the left side, 
especially on the posterior lip, was a papillary soft growth bleeding 
readily on examination and evidently malignant. This was con- 
firmed by examination with the speculum, which showed it to be 
ulcerated (see Plate III.). The body of the uterus was retroverted, 
freely movable, not enlarged. Neither broad ligament was affected. 

On June 30th, 1896, I performed the high amputation of the 
cervix, tying the uterine vessels with catgut and stitching the vaginal 
mucous membrane to the endometrium. Douglas’s pouch was opened 
but was closed again with a silk suture. A vaginal tampon of 
iodoform gauze was afterwards applied. Next day the patient was 
well and free from pain. 

On July 3rd she had abdominal pain and the temperature rose to 
101°6°. The iodoform gauze plugs were removed and two others 
lightly applied: these were removed on July 7th and the vagina 
syringed with boric lotion and afterwards with iodine lotion, by 
means of a glass syringe and rubber tube. 

On July 11th the stitches were removed; the wound had healed. 
Microscopic examination showed the growth to be a squamous 
epithelioma. [The specimen and sections were exhibited. ] 

On July 19th the patient went home quite well. 

I have seen her every year since. She has remained quite well, 
has only menstruated once since the operation, but has a little pain 
every three weeks, and has flushes occasionally. 


The patient weighed on June 23, 1896, 8st. 9 lbs. 
Oct. 20, 1896, 8,, 6 ,, 
July 19, 1898, 8,, 8 
Oct. 25, 1898, 8 ,,10 
Jan. 19, 1899, 8 
Mar. 6, 1900, 8 
Oct. 27, 1902, 8 ,, 6 
Feb. 2, 1904, 8 ,, 0 


I saw her on October 27, 1902. She was quite well. The child, 
a girl, 6} years old, was 44}in. in height (with boots on), and weighed 
3st. 5lbs. I saw her again om February 2, 1904, quite well; the 
vagina easily admitted a good-sized speculum. The vaginal scar was 
perfect and there was no orifice to be seen in it. She had had 
practically no pains since the operation. The child was alive and 
well and over eight years of age. I heard from the patient on 
August 6th, 1904, that she was quite well, over eight years since the 
operation. 
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PLATE III. 


Fic. 1, Cask 3. Squamous epithelioma of cervix, showing 
amount amputated. 


Fic. 1, Case 3. Squamous epithelioma of cervix. Sketch 


by author of specimen which had been five 


years spirit 
(natural size). 
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O. Sarwey, in Veit’s Handbuch der Gyndkologie, 1899, deals with 
the treatment of cancer of the cervix complicating pregnancy in the 
last two months. He gives a list of cases under the following 
headings : — 

1. Hysterectomy immediately following Cesarean section (labour 
pains being absent)—®5 cases, with four living mothers and 3 living 
children. 

2. Labour, per vias naturales, followed by vaginal hysterectomy 
in puerperio—l15 cases, with 14 living mothers and 9 living children. 

3. Labour, per vias naturales, followed by immediate vaginal or 
combined hysterectomy—4 cases, with 3 living mothers and 3 living 
children. 

4. Cesarean section followed by immediate abdominal or com- 
bined hysterectomy—6 cases, with 2 living mothers and 3 living 
children. 

In all 30 cases, with 23 living mothers, 18 living children. Of 
these 30 cases in only two is it stated that the patient was alive after 
5 years, viz., in v. Ott’s cases (83 years freedom from recurrence), and 
Olshausen’s (52 years freedom from recurrence). Both these cases 
were delivered per vias naturales and were operated on by vaginal 
hysterectomy 3} weeks and 17 days respectively after delivery. 

Sarwey’s cases have been culled from the literature of published 
cases; but, as it is certain that thirty is but a small portion of the 
number of operable cases which have been operated upon, any 
statistical use of his figures would be vitiated by several well-known 
factors. I prefer to deal with the figures of those who have published 
all their cases. 

A series of 7 cases from Zweifel’s clinic in Leipzig has been 
published by A. Glockner® (see Table I.) of these 7 cases (2, 4, 6, 7, 
11, 12, 14 in Glockner’s paper) one (No. 4) died on the 28th day of 
ileus and perforating peritonitis, the other 6 recovered, but only one 
remained free from recurrence after 3 years and 2 months, when she 
died of peritonitis. By adding six cases in which cancer may have 
been present although it was not observed at the time of labour, but 
at an average period of about 10 months after labour (the earliest 
being 6 months, and the latest 13 months after labour), better final 
results are obtained; but the evidence that cancer was present at the 
time of labour is not convincing; indeed, in one case in which it is 
stated that there was “a large, freely bleeding erosion” on the 
auterior lip, no evidence is given that cancer was present at all. I 


5. Ueber Uterus-carcinom und Schwangerschaft mit besonderer Beriicksichtigung 
der Dauerresultate der operativen Behandlung, 1902. 
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have therefore excluded these 6 cases, since it is obvious that if we 
include cases operated on in which cancer was found 10 months 
after labour we shall have to include similar cases not operated upon, 
the material for which is not forthcoming. 

A. Glockner also gives a list of three inoperable cases in all of 
which Cesarean section was done. All three cases were treated by 
ligaturing the stump which, in two cases, was dropped into the pelvis, 
and in one was stitched extra-peritoneally to the abdominal wall 
(Hegar’s method). All three cases died of septic peritonitis. 

R. Olshausen “Carcinoma des Uterus und Schwangerschaft,” 
1897, gives a list of four operable cases in which pregnancy had 
advanced to the last two months. These four cases occurred out of 
13 cases of cancer complicating pregnancy he had met with. One of 
these four cases was free from recurrence after 53 years, the others 
recovered from operation but died within a year. Of the children, in 
the four operable cases three died at the time of delivery; the 
final history of the living child is not given. Two cases were 
inoperable, and were treated by the conservative Cesarean section. 
The first patient died six months after the operation; the other 
patient died on the 5th day of sepsis; the children were born alive. 
The other seven cases occurred in the early months of pregnancy. 

A. Kaussmann has published all the cases (8 in number) at the 
University Women’s Clinic, in Berlin, from 1886 to 1897, including 
Olshausen’s (see Table IT.). 

Thus adding together the Leipzig and the Berlin cases we get 18, 
of which 12 were operable. These 12 cases gave immediately two 
maternal deaths and four foetal deaths. Only one mother survived 
for five years, Olshausen’s case (53 years®) ; the percentage of “ cures” 
is therefore 1 in 12, 2.e., 83 per cent. The immediate maternal 
mortality is 16°6 per cent. The final result to the children is not 
given, but the immediate mortality is 5 out of 12=41°6 per cent. 

Five cases were “inoperable,” and for these Cesarean section or 
Cesarean hysterectomy with intra-peritoneal, or (in 1 case) extra- 
peritoneal treatment of the stump was done. Of these five mothers 
four died from the operation, and the fifth survived only 5 months. 
The immediate mortality from these operations in inoperable cases in 
the Leipzig and Berlin clinics is thus 80 per cent., a mortality which, 
occurring in such skilful and experienced hands, shows the great 

_ 6. Olshausen (loc. cit. ) gives 53 years : Kaussmann (Joe. cit. in footnote to Table IT.) 
gives 6) years: the operation was performed on June 23rd, 1901: therefore, on the 
ate of publication of Kaussmann’s Dissertation, August 6th, 1897, the period of 


freedom rom recurrence could not have exceeded 6g years. I have therefore given 
Olshausen’s figure as probably more accurate. 
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danger of these abdominal operations in cases of cancer. The result 
to the children is not fully given, but three were born alive; the final 
results to the children are not given. The percentage of cures of the 
whole 18 (operable and inoperable) cases of advanced pregnancy 
complicated by cancer of the cervix is 1 in 18=5°5 per cent. The 
percentage of cases operated on to eradicate the disease is 12=66°6 
per cent. The total immediate mortality (in all cases operable and 
“inoperable”) is 6=33'3 per cent. 

From these figures it is seen that two of the finest clinics, and 
some of the most experienced and skilful operators in the world have 
only one patient alive of 12 operated upon at the end of five years, a 
percentage of cure=8'3; and of five cases (too far advanced for 
radical cure) operated on by conservative Cesarean section or 
Cesarean hysterectomy leaving the stitched stump retro-peritoneal 
or stitched to the abdominal wall, only one survived the operation, 
that is the immediate mortality was 80 per cent. 

This is but a sad result, but there is no doubt that it is much 
better than the general results of similar treatment. I have no other 
statistics with which to compare them, but I have been able to find 
only one other case recorded of freedom from recurrence after five 
years, the case of von Ott’s before alluded to, in the whole of medical 
literature. As very many cases must have been operated on, it 
follows, I think, that the results of the ordinary operations are dismal 
indeed. 

In 17 years at University College Hospital I have had under my 
care six cases of advanced pregnancy complicated with cancer of the 
cervix. I have not seen a case in private practice. Three of the 
cases were too far advanced for radical treatment. Of these in one 
the uterus ruptured into the broad ligament under spontaneous 
labour; treated by gauze packing she recovered and lived for 
12 months. The child weighed 8lbs. llozs. and left the hospital 
after five weeks, weighing 10lbs. llozs., and was living six months 
later. (See Obstet. Soc. Trans., xlii., p. 15). The second I delivered 
by forceps. She recovered and the child also. The mother died of 
the cancer 7 months later, the child when 8 months old. The third 
Idelivered by Cesarean section, treating the pedicle extra-peritoneally 
with the serre-neud; she also recovered, and the child (about 
74 months) was alive but died on the 15th day. 

To sum up my experience of cancer complicating advanced 
pregnancy (see Table III.). Three of the cases were too far advanced 
for radical treatment. Two were treated per vias naturales, one was 
treated by the old Porro operation. The three patients recovered and 
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the children were born alive. The other three cases were delivered 
per vias naturales and high amputation of the cervix was performed 
by Pacquelin, scissors and ligatures with sublimate and carbolic 
douches during operation and iodine douches afterwards. The three 
patients recovered and are now well after 11, 8} and 8 years. One of 
them has since by means of Cesarean section had a boy who is now 
9 years old, healthy and strong. 


If we take the only two other cases of “cure” (using that term 
in the conventional sense now usual amongst Continental gyneco- 
logists of “freedom from recurrence after 5 years”) we find that the 
five cases have been delivered through the natural passages and have 
been operated on in the puerperium or, in one case, 5 months after 
delivery. 

When we meet with a case of cancer of the cervix in the operable 
stage complicating advanced pregnancy, the first question we have 
to decide is whether to deliver by Caesarean section or per vias 
naturales. The mortality of Cesarean section which I have given 
above (80 per cent. in advanced cases in the hands of the most skilful 
operators), and the experience of all who have performed abdominal 
section when an infected growth is present show that an abdominal 
section is very dangerous in these cases. Some have advised that the 
uterus should be removed per abdomen; of this operation Fritsch 
(Zentral. fiir Gynidkol., 1898, p. 1) says that it is a “very difficult, 
bloody, long and severe operation,’ and finished his remarks by 
prophesying that the operation “will certainly no longer be 
performed.” On the other hand experience shows that while the 
growth is still in the operable stage the unaffected part of the cervix 
dilates and allows the foetus to pass in many cases without much 
difficulty or danger. Olshausen (loc. cit.) has advised that after 
cauterising the cervical growth Cesarean section should be done, the 
placenta removed, the wound rapidly stitched up, the broad ligaments 
tied and the organ then removed per vaginam. Fehling’ has 
recommended that after the Cesarean section the uterus should be 
amputated above an elastic ligature and the stump excised per 
vaginam. As yet, no one has “cured” a patient by these operations. 
There may perhaps be cases, still in the operable stage, where the 
cervix will not dilate even after small incisions, and in such cases 
it appears to me that it might be possible to remove the cervix by 
the galvano-cautery knife and afterwards to deliver either per 
vaginam or per abdomen, and then to remove the body of the uterus. 


7. Fehling, Miinchener med. Wochensch., No. 47, 1897. 
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This might entail a long operation, but it appears to me to be more 
in accord with surgical principles than the operations I have just 
mentioned. 


Diihrssen® and others have suggested the so-called “vaginal 
Czsarean section,” that is, stripping up the bladder and incising the 
anterior uterine wall up to the peritoneum, delivering the child 
and immediately removing the uterus per vaginam. The risk of 
implantation of cancer by such a procedure is sufficient to condemn 
the operation in my opinion, though it meets with Fritsch’s approval 
(loc. cit.). E. Schroeder® has published four cases in which this 
treatment was adopted (by Chrobak, Fritsch, Winter, Seiffart). 
Three of the patients recovered. Winter, who operated 40 hours 
after delivery, says that the separation of the bladder was very 
difficult (“recht schwierig”’), as all will admit who have removed large 
uteri by the vagina. In cases which are comparatively early and 
clean I believe it is much better that the patient should be delivered 
by the natural passages. 


The cases quoted show that it is possible to remove the uterus 
through the vagina immediately after delivery, but the operation is 


not easy, and I think it will generally be better to wait for a 
fortnight before proceeding to the radical operation. Of course the 
case should be watched, and if the growth increases or infection 
occurs immediate operation should be performed. As to the nature 
of the operation, abdominal hysterectomy, in addition to its high 
mortality, has not fulfilled the hopes of its advocates (see Jacobs,!° 
Bull. de la Soc. Belge de Gynéc. et d’Obstétrique, xv., p. 18). I think 
it should only be done if the growth has extended beyond the uterus, 
and yet does not preclude the possibility of complete removal with 
the increased facilities afforded by the abdominal operation. In 
other cases operation by the vagina appears to me to be preferable. 


Should the whole uterus be removed or a high amputation of the 
cervix be performed? The cases I have reported show that in some 
cases (all those I have operated on) the simple and safe operation of 
high amputation is sufficient to “cure” the patient. But if there be 
any sign of sepsis, or the peritoneum be extensively opened, or there 
be any difficulty in controlling bleeding, the body should also be 
removed; but in my opinion the cervix should first be amputated with 


8. Diihrssen, Centralbl. fiir Gyn., 1897, p. 942. 
9. E. Schroeder, Zeitschr. fiir Geburtsh. und Gynikol, 1898, Bd. 39. 


10. ‘‘C’est. avec un réel sentiment de découragement que je vous présente les. 
—. tardifs des opérations abdominales que j’ai pratiqués depuis 1897 ”—95 cases, 
6 deaths, 1 cure after 5 years. 
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the galvano-cautery to remove the infected cervix and to prevent 
local implantation of cancer. 

To what is the success of the cases I have published to be 
attributed? I attribute it partly to the use of the cautery (which 
was used freely in the first case and to sever the cervix in the second) 
and to the use of strong antiseptic douches (carbolic and mercury 
during the operation and iodine afterwards); perhaps also to the 
fact that the operation was done in the puerperium when the tissues 
were undergoing involution (I have seen a great diminution in size 
of the growth take place after delivery in an inoperable case). 
Case 3, in which the cautery was not used was in an early stage of 
the disease, and was therefore less likely than the others to give rise 
to local implantation. For the removal of the cervix I much prefer 
the galvano-cautery knife to the Pacquelin cautery, which was used 
in these cases. I have used the galvano-cautery knife for several 
years both for high amputation and for hysterectomy; the credit for 
its introduction belongs to the late Dr. Byrne, whose results (by high 
amputation) have never been equalled. I believe it is the best means 
of preventing local implantation, and probably the heat destroys out- 
lying cancer cells, which are said to be more vulnerable to heat rays 
than ordinary cells.1!_ In no other way than by the avoidance of local | 
implantation of cancer cells, especially by the use of the cautery, can 
I explain the difference between the results obtained by Byrne, 
Baker, myself and others, when compared with the results after the 
use of the scissors and knife by such skilled operators as Jacobs,}? 
Morisani,!* and Halliday Croom,!4 who between them had 121 cases of 
vaginal hysterectomy for cancer with only two deaths from the 
operation, but not one patient remained free from recurrence after 
about a year. 

I have endeavoured in this paper to present some facts for the 
consideration of the Fellows of our Society upon a subject which is 
of transcendent importance in obstetrics and gynecology. I hope 
the Fellows will add to those facts by giving the whole of their 
experience of advanced pregnancy complicated by cancer of the 
cervix. 

Siquid novisti rectius istis 
Candidus imperti; si non, his utere mecum. 


11. Jensen (Centralbl. fiir Bact., 28th June, 1903) quoted by R. Lomer, Zeit. f. 
Geb. und Gyn., v. 50, p. 331. 


12. Jacobs, Bulletin de la Soc. belge de gynécologie et Wobstétrique, xv., 
1904—1905, p. 16, 

13. Morisani, Centralbl. fir Gyn., 1902, p. 1211. 

14. Halliday Croom, Edin. Med. Jour., vol. v. 1899, p. 249. 
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Case of Czsarean Section at Full Term for complete 
obstruction by Fibroid Tumour; double Uterus 
and Vagina.* 


By R. P. Ranxen Lyte, M.D., Lecturer in Midwifery and Diseases 
of Women and Children, University of Durham College of 
Medicine, Newcastle-upon-Tyne; Obstetric Physician to the 
Newcastle-upon-Tyne Lying-in Hospital. 


Mrs. O., age 31, married seven years, 5 feet 7 inches high, 11 stones 
in weight, and of good physical development. 

Previous history. The patient had a three months’ abortion in 
July, 1900, another in March, 1901, and another in September, 1902. 
After the third abortion she suffered from prolapse of the uterus, 
the cervix being visible at the vulva; for this she was treated by a 
Smith-Hodge pessary, which she wore until 8th April, 1903, and 
which gave a satisfactory result, as she did not complain of any 
discomfort after its removal. During all this treatment nothing 
abnormal about the patient was discovered. 

During the afternoon of the 28th March, 1904, Dr. Adamson 
was called to see her, and found labour commencing at full term. 
Having made a vaginal examination, he found the os uteri was about 
the size of a florin, and was displaced forwards by an irregular 
nodular hard mass, about the size of a closed fist, and immediately 
in front of the sacrum. This he took for a mass of hardened feces 
in the rectum, and ordered an aperient and a soap and water 
enema. Some hours later he saw her again; the bowels had been 
well moved twice, but this hard mass was just as before. As the 
pulse was neither frequent nor strong, and as the patient was greatly 
inclined to sleep, Dr. Adamson did not anticipate anything serious. 
Returning two hours later, the pains were stronger and more 
frequent, the foetal head was still above the brim of the pelvis, and 
was obstructed in its descent by the mass. He then called Dr. 
Robinson, and they decided to have a further opinion. 

On examination I found the mass as already described, and from 
the vagina, it felt like a mass of hardened faeces in the rectum; the 
rectum, however, on examination was found empty. The diagnosis 
of a pedunculated myomatous mass in Douglas’ pouch was made. 
The patient appeared in considerable distress, and the pulse was 120. 


* Read at a meeting of the Edinburgh Obstetrical Society, November, 1904. 
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The head was just above the pelvic brim, and as this mass 
constituted an effectual barrier to delivery per vias naturales, it was 
decided to do Cesarean section at once. The catheter was passed 
and about five ounces of urine came away. 


Dr. Robinson anesthetised the patient with chloroform, and I 
was assisted by Mr. J. W. Leech. 


The abdomen was opened by a mesial incision extending from 
one inch above the umbilicus to two inches above the pubes. The 
bladder was found considerably distended with urine; it was to the 
front and to the right of the uterus. The catheter was again passed 
and the bladder was emptied by compression. The uterus was 
opened in front, the child removed, and the placenta, which was on 
the posterior surface of the uterus, also removed. The uterine 
wound was sutured with interrupted catgut sutures, care being taken 
not to pass them into the cavity of the uterus; the peritoneum was 
further sutured by means of a blanket stitch. The mass was then 
lifted out of Douglas’ pouch, and proved to be a myomatous uterus, 
quite independent of the other one, and attached to the top of the 
vagina on its right side. There was an ovary and tube on its 
outer side, but none on its inner. The peritoneum passed directly 
from the posterior surface of the bladder between the two uteri 
to the anterior surface of the rectum. Supra-vaginal amputation 
was performed in the usual manner, and on further examination 
the other uterus was found to have only one tube and ovary 
placed on its outer side. The abdomen was closed in three layers. 
The time occupied from the commencement of the anesthetic to the 
insertion of the last suture was 55 minutes. 


After history. 1st day: The patient recovered rapidly after the 
operation ; no vomiting or pain; passed urine naturally; temperature 
100°2°F.; pulse 112; lochia free. Patient was given milk, soda water 
and whisky. 


2nd day: She passed a restless night, complaining of abdominal 
pain and vomiting occasionally ; much improved, however, during the 
day; lochia scanty; slept three hours during the afternoon, and on 
wakening passed a large quantity of flatus. Bowels not moved. 
Slight jaundice. Temperature 99°2°F., pulse 130. She was given 
milk, soda water, whisky and tea. Also five grains of calomel. 


3rd day: Patient passed another restless night; occasional 
vomiting; passed urine freely; bowels not opened; abdominal pain 
much less. Enema of turpentine and castor oil; good result. Patient 
slept most of the day. Temperature 98°F., pulse 120. 
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4th day: Passed a good night; slept well; no vomiting; took 
nourishment well. Temperature 97°F., pulse 108. 

The further progress was excellent. The stitches were removed 
on the tenth day, when the wound was found perfectly healed. 
Both patient and infant did well. 

During the patient’s convalescence Dr. Adamson kindly gave me 
permission to see her and to examine her vaginally. On introducing 
two fingers transversely into the vagina I found my fingers separated 
by a septum and at the end of each canal was a distinct and separate 
cervix. The septum extended down to the urogenital orifice, and at 
its lower end was attached anteriorly to the vestibule and posteriorly 
to the perineum. 


By Dr. R. A. Boram, Pathologist to the Royal Infirmary, Newcastle. 


The tumour on appearance was about the size of a closed fist. It 
was very nodulated, showing one large fibro-myoma on each side 
with the uterus in the centre and numerous smaller growths (see Fig.). 
The whole mass weighed 15 ounces. The stump (one inch long) of the 
right Fallopian tube and the stump of the round ligament were seen 
attached to the right cornu, but there was no trace of these 
structures on the left cornu. The tumour was entirely covered on 
its left side with peritoneum down to the point of amputation, but 
on the right side the peritoneum was seen to be reflected, leaving 
a conical portion bare of serous membrane. A sound was easily 
passed into the uterine cavity, which on being opened was found to 
contain a decidual membrane about half-an-inch thick. In the wall 
of the uterus there were numerous small fibro-myomata of various 
sizes. 


REMARKS. 


Recorded cases of double uterus or uterus didelphys are extremely 
rare, and in most cases one uterus is undeveloped, and should 
pregnancy occur no difficulty is experienced in delivery. Dr. 
Chéron, of Paris, has collected 18 recorded cases of double uterus 
in which pregnancy has occurred, and in these 18 cases it has 
occurred 29 times, 24 of which have gone to full term, and in all 
of which—with the exception of a case recorded by Tschusy, in 
which he performed Porro’s operation on account of rigidity of the 
cervix—delivery has been effected per vias naturales. In all of 
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those cases in which pregnancy was unilateral, menstruation persisted 
from the unimpregnated uterus. 

The present case of “ uterus et vagina duplex,” or “ uterus duplex 
separatus cum vagina separata,” is interesting for several reasons. 
During the pregnancy the patient did not suffer in any way which 
might have drawn attention to the condition. She had amenorrhea 
during the nine months. It is also interesting as being the first 
recorded case (to my knowledge) in which natural delivery was 
completely obstructed by the unimpregnated uterus, necessitating 
Cesarean section and amputation of the second uterus. 
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“A Case of Rupture of the Uterus associated with 
Placenta Previa at Seven Months. 


‘By Arnotp W. W. Lea, M.D., BS., B.Sc, F.R.CS., Assistant 
Surgeon, Northern Hospital for Women, and Maternity Hospital, 
Manchester; Lecturer on Obstetrics, University of Manchester. 


Rorptvre of the uterus during labour is an accident of such gravity 
and comparative rarity as to render it desirable that each case should 
be fully recorded. 

The patient was admitted to the Manchester Maternity Hospital, 
on September 17th, 1904, on account of severe hemorrhage occurring 
at the end of seven months gestation. 

She had had three previous pregnancies. The first child was 
born at eight months, and died shortly after delivery. The second 
child was born alive at seven months, and died in a few days. The 
third child, also at seven months, was still-born. Her general health 
had always been good. 

The evening before admission, a sudden, painless, profuse 
hemorrhage took place. This recurred a few hours later; the vagina 
was then plugged by a midwife, and the patient was sent to hospital. 

On admission she was somewhat pale; the pulse was 104 per 
minute. The uterus was the size of seven months pregnancy. The 
foetal head lay above the brim of the pelvis. No foetal movements 
were recognised and the heart-sounds could not be detected. 

Per Vaginam. The cervix was high up, the os readily admitting 
one finger. The placenta lay in the lower uterine segment, partially 
detached. There was slight continuous hemorrhage, but no uterine 
contraction. At 2-30 p.m. Champetier de Ribes’ bag was introduced 
by the house surgeon without any difficulty. There was no further 
hemorrhage, but no uterine contraction was observed. The patient 
was quite comfortable until about 6-30 p.m. She then became 
restless, and the pulse went up to 124 per minute. At this time 
I saw the patient, and removed the bag. This was followed by slight 
hemorrhage. The cervix was soft, admitting three fingers. The 
placenta lay loose in the lower uterine segment, and the membranes 
were unruptured. It was decided to perform version. Chloroform 
was given, and version was readily performed by the bipolar method, 
the hand not being introduced into the uterine cavity. A macerated 
seven months foetus was extracted without difficulty. The placenta 


* Read at a meeting of the North of England Obstetrical and a asian Society, 
1904, 
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was expelled and the uterus contracted firmly. The pulse, however, 
remained at 134, and slight hemorrhage continued. Examination 
revealed a deep tear in the left side of the cervix. Two silkworm 
gut sutures were inserted. All bleeding soon ceased, and the patient 
was put back to bed. A quarter of a grain of morphia was given, 
and a saline enema with brandy administered. She expressed herself 
as feeling quite easy, but the pulse remained at 1380. Half an hour 
later the patient suddenly became blanched; the pulse failed 
altogether, and she died in five minutes. The uterus was apparently 
firmly contracted. There was no external hemorrhage. 

Autopsy 12 hours later. On opening the abdomen, the peritoneal 
cavity contained a large quantity of fluid blood, estimated at a pint. 
This was found to have escaped through a linear rent in the posterior 
layer of the left broad ligament which was distended by a large 
hematoma extending to the side of the pelvis and into the cellular 
tissue of the left iliac fossa. 

On removal of the uterus a longitudinal tear was seen in the left of 
the lower segment between the layers of the broad ligament. It was 
24 inches in length, the edges being thinned and irregular, and had 
resulted in the formation of a large hematoma between the layers 
of the broad ligament, which had ruptured through a linear rent, 
into the peritoneal cavity. 

The cervix showed a tear to the left side which was not directly 
continuous with the ruptured lower segment. 

The uterine muscle was pale throughout, peculiarly soft and 
flabby. The rupture had occurred at the placental site, and in this 
area the wall was considerably thinner than over the remainder of 
the uterus. There was no evidence of the formation of a retraction 
ring. Microscopic sections were made of the uterine wall in the 
region of the placental site. . There was no excess of fibrous tissue ; 
the muscle nuclei stained feebly, but, compared with other sections of 
normal puerperal uteri, no characteristic lesions could be detected. 


This case presents several points of interest. There is every 
probability that the patient had syphilis, although no definite history 
could be obtained. The previous children were all born prematurely, 
and died before or shortly after birth. The child in this pregnancy 
was macerated, and had evidently been dead some days. The uterine 
muscle was pale and friable, apparently degenerated, though the 
microscopic evidence is not convincing upon this point. 
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The rupture occurred at the placental site, which was situated 
in the lower uterine segment. There was no evidence of a retraction 
ring, but the uterine wall was thinner on the area of placental 
attachment. 


The rupture probably occurred spontaneously, whilst the de 
Ribes’ bag was lying in the lower uterine segment. The bag was 
introduced without any difficulty, and was slowly distended with 
the fluid. The patient was quite satisfactory for three or four hours; 
there was no hemorrhage, and few uterine pains. At the end of this 
time, however, the patient became restless, and the pulse ran up 
to 126. If the uterine wall had given way to some extent under 
pressure of the bag, the delivery of the child would undoubtedly 
tend to increase the laceration. 


It seems probable that several factors contributed to produce the 
rupture of the uterus in this case : — 


1. Degeneration of uterine muscle, probably the result of syphilis. 
2. The implantation of the placenta in the lower uterine segment. 
3. The pressure of de Ribes’ bag continued for four hours. 

4. Delivery by version and extraction. 


There can be little doubt that morbid conditions of the uterine 
muscle must have a great effect in predisposing to rupture of the 
uterus, although in many cases it is difficult to estimate this precisely. 
In this instance microscopic section of the uterine wall did not show 
any characteristic lesions beyond undue thinning of the lower 
segment due to the placenta previa. 

It is quite conceivable that the pressure of a hydrostatic dilator 
may have a very direct influence in causing a rupture. I am not 
aware, however, of any cases recorded in which the bag was 
considered to be responsible for this accident. 

It is usually supposed that there is no danger of rupture of the 
uterus so long as membranes are intact. In this instance the 
membranes were only ruptured after version had been carried out, 
and just before delivery. 

The rupture was incomplete at first, resulting in the formation 
of a hematoma of the left broad ligament. Death was brought 
about by sudden rupture of the posterior layer of the peritoneum, 
and free bleeding into the peritoneal cavity. 

The symptoms of incomplete rupture of the uterus are often 
obscure, and many cases escape recognition. In this case there was 
an absence of all characteristic pain. No hemorrhage took place 
after introduction of the bag. There was no recession of the 
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presenting part of the foetus, and delivery was effected with ease, the 
hand not being introduced beyond the cervix. 

If the rupture occurred, as I believe, whilst the bag was in the 
uterus, the sole symptom was the increase of pulse-rate up to 124 
per minute, and this, owing to the previous hemorrhage, had not 
sufficient stress laid upon it. After delivery the rupture would have 
been recognised if the hand been introduced into the uterus, but as 
the uterus contracted well, and there was only slight hemorrhage, 
no intra-uterine exploration was made. 

If the rupture had been diagnosed immediately after delivery 
probably careful packing of the rent in the uterine wall with 
sterilised gauze would have mechanically prevented the further loss 
of blood. In this way the secondary intra-peritoneal rupture which 
proved so rapidly fatal, might have been avoided. 
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A Case of Concealed Accidental Hemorrhage. 


By Roserr Jarpine, M.D., F.RS.E., Professor of Midwifery in 
St. Mungo’s College, Glasgow; Senior Physician to the Glasgow 
Maternity Hospital, etc. 


Mrs. K., et. 45 years, 10-para, full-time, was seen at her own home 
by a nurse, who found her very collapsed and almost pulseless. The 
nurse at once diagnosed concealed accidental hemorrhage and called 
the house surgeon. He stimulated the patient freely and had her 
removed to the hospital as quickly as possible. 

Previous history. The patient’s first five pregnancies had been 
normal, but the last four had all been accompanied by hemorrhage. 
At the sixth and ninth confinements she had had severe post-partum 
hemorrhage, whilst the seventh and eighth pregnancies had ended in 
abortions with such profuse hemorrhage that she says she “nearly 
bled to death.” On the evening of the day before admission 
labour began, and she had ordinary pains during the night. She got 
up early in the morning and while walking across the floor she was 
seized with sudden acute pain in the abdomen and fell down in a 
faint. 

Condition on admission. The patient was bathed in a cold, clammy 
sweat, the pulse averaged 136, and the temperature was 97°F. She 
was extremely pallid. On palpation the uterus was found to be more 
oval in outline than normal. The fetal parts could be felt with some 
difficulty. There was no marked pain on manipulation, but she 
complained of a dull continuous pain in the upper and left quadrant 
of the uterus, and in her back. The fcetal heart could not be heard. 
The fundus was near the ensiform cartilage. A vaginal examination 
revealed that the os was one-third dilated, the membranes intact, and 
the head movable at the brim. There was no blood coming away 
neither was there any serum. 

The patient was given more stimulant—strychnine and brandy— 
and when I saw her shortly afterwards I found her pulse was 120 and 
of fair volume. The uterus had now commenced to contract and the 
foetal parts could not be palpated. When I examined vaginally I 
found the membranes had just ruptured and the head was being 
pressed into the brim. There was absolutely no bleeding, not even 
when I pushed the head up out of the brim. 

A saline infusion of a couple of pints was given, and preparations 
were made for a Porro’s operation, but I decided to wait and watch 
the patient closely, stimulating her freely. The internal bleeding 
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had evidently ceased, and I felt that the best chance for the patient 
was to allow her to rally before proceeding to operate. Four hours 
later, I found that she was having strong expulsive pains, and a dead 
child was quickly expelled. After the birth of the child, no blood 
escaped from the vagina. On palpation the uterus was felt to be 
large, soft, and bulging towards the anterior abdominal wall. I intro- 
duced my hand, and found the placenta completely separated, and 
lying among a large mass of clots. The uterus was cleared out 
and a hot douche given; it retracted well. There was no post- 
partum hemorrhage. Three pints more of saline solution were 
infused. After delivery, the patient was really in a better condition 
than she had been at the time of admission. She died, however, 
three days later. During these three days there was no bleeding 
from the uterus, and her pulse ranged from 1380 to 140, with a fair 
amount of volume. On the second day the pallor became of a 
greenish-yellow tinge. Her blood-glands, apparently, did not perform 
their functions, so that the condition was one of pernicious anemia. 
Both the patient and her friends stated that, for a considerable time, 
her colour had been very bad. The amount of clot I had removed 
from the uterus was not at all excessive, and, if the woman had not 
been very anemic prior to the bleeding, I am quite sure it would not 
have affected her seriously. The placenta weighed two pounds, and 
showed a number of fibrous infarcts. 

At the post-mortem examination all the organs were found 
extremely pale, and the endometrium in a very unhealthy condition. 
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An Unusual Case of Fibroma of the Uterus, removed 
by Supra-vaginal Hysterectomy.* 


By W. K. Watts, M.B. (Lond.), 
Obstetric Assistant Surgeon, St. Mary’s Hospital, Manchester. 


Tue following brief particulars—from notes by Dr. Clifford, house 
surgeon to St. Mary’s Hospital, Manchester—of a case of supra- 
vaginal hysterectomy for fibroma uteri, appear worthy of record. 
The case was specially interesting because of the discovery, and 
continued growth of the tumour some years after an unusually 
early climacteric in a nulliparous woman; also because of the 
operation vicissitudes of the patient; and further, inasmuch as a 
considerable portion of the tumour occupied a large ventral hernia, 
and had increased in size whilst in that position. 

The patient, M.M., aged 44 years, a charwoman, was admitted to 
St. Mary’s Hospital, Manchester, on July 20th, 1904. She had 
been married 20 years, had never been pregnant, and her last period 
was nine years before. 

She noticed a large lump in the lower abdomen some six years 
ago. About five years since she states she was operated upon; there 
was a second operation six weeks later, and a third four weeks after 
that. She remained in hospital twelve months. From her descrip- 
tion, the first operation would appear to have been an abdominal 
section, whilst the other two were for the relief of abscesses. 

During the last five years the tumour had grown considerably, and 
it had come much more forward. About two months ago the skin 
over it became ulcerated in patches, with a large amount of purulent 
discharge. At that time she came under the care of Dr. Higginson, 
of Bolton, with whom Dr. Walls first saw the case in consultation. 

On examination the abdomen was found considerably and 
irregularly enlarged. At the lower part was a large ventral hernia 
about the size of a boy’s head. The skin over it was brownish, 
indurated, and scarred. In three places there were ulcerated patches 
about 3x1} inches in size. Filling the hernia was a firm, rounded 
mass, attached posteriorily to a larger tumour in the abdomen, which 
gave rise to some prominence on each side of the rupture, and 
extended from the pubes to the umbillicus. This was dull on 
percussion and possessed of only a little mobility from side to side. 


* Read at a meeting of the North of England Obstetrical and Gynecological Society, 
October 21, 1904. 
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P.V. The vagina was very elongated, and the cervix drawn 
upwards and only indefinitely to be felt. The lower aspect of the 
tumour was reached on each side, and the uterus appeared to be 
involved in the mass. There was a fistula-in-ano. 

August 27th, 1904. Operation. The hernial sac was opened 
by a vertical incision extending its whole length, and the tumour 
found to consist of multiple fibromata of the uterus. Both 
broad ligaments seemed involved, the omentum was adherent behind, 
as was the abdominal wall in front on the left side. The disposition 
of the fibroids and the almost complete fixation of the whole mass 
were such that whilst the left tube and ovary were at length made 
out, the right broad ligament could not be felt at all. An incision 
was then made into the most prominent part of the tumour, and 
fourteen fibroids, varying in size from that of a hen’s egg to that of 
an orange, were enucleated, after which the uterus and remaining 
fibroids were removed by ligaturing the broad ligaments from above 
downwards, pulling up such of the fibroids as invaded them, and 
making a stump of the cervix in the usual way, covering it over with 
peritoneum. The right ovary was found adherent to the antero-lateral 
pelvic wall, and it was left there, the ligatures being applied 
between it and the uterus. The left appendages were removed. 

A good deal of the hernial sac was taken away, and the abdominal 
wound closed in two layers, but owing to the woman being rather 
collapsed it appeared inadvisable to prolong the operation by per- 
forming a radical cure of the hernia, as had been intended. This 
was unfortunate, as the unhealthy condition of the skin led to some 
stitches giving way on September 6th, 7.e., ten days after operation, 
and bowel appeared in the wound, necessitating further suturing to 
cover it. Otherwise the after progress was perfectly satisfactory, 
and the patient left hospital on October 22nd, 1904. 

The uterus and tumours weighed 11 lbs. 
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REVIEW OF CURRENT LITERATURE. 


GYNAZCOLOGY. 


On Fetal Menstruation and its Importance. 
Hasan. Monats. fiir Geburts. und Gyndkol. Bd. xx., Ht. 4. 


A piscHaRrGE of blood from the female generative organs in the first 
few days of life is by no means an uncommon occurrence, and has 
generally been considered of but little importance. The author shows 
that this is a part of a physiological effect upon the feetal uterus, of 
certain substances circulating in the maternal blood as a result of 
pregnancy. Histological examination of foetal uteri shows great 
hyperemia of the lining, and indeed changes which are quite 
analogous to those of menstruation. The maternal uterus forms a 
decidua as a result of the irritation caused by some substance pro- 
duced by the developing embryo, and the fcetal uterus reacting in a 
like but less marked manner produces changes analogous to menstrua- 
tion. There is much évidence to prove that the irritating substance 
is produced by the placenta, and may be regarded as a kind of 
internal secretion. After delivery, when the placenta is no longer 
present, involution of both the maternal and feetal uteri occurs, some- 
times with obvious bleeding from the latter. The breasts of the foetus 
in a similar way show like changes to those of the mother, and thus 
explain the mammary reaction sometimes seen in newly-born 
children, both male and female. The male fetus, according to the 
author, shows changes in the prostate as well as in the breasts, which 
go to prove the general truth of these statements. These changes 
represent the physiological reaction to toxins, which may, under other 
conditions, act pathologically, and so the theory is advanced that the 
same toxins may produce changes in the kidneys, leucocytosis, increase 
of blood fibrin, and such a serious condition as eclampsia. In the 
latter disease it has been recently shown that the foetus shows quite 
analogous changes in its organs to those found in the maternal 
organism. 


Tuomas G. STEVENS. 


Phlegmonous Dissecting Perivaginitis. 


Acconci. Lev. de Gynécol. et de Chirur. Abdom., Sept.—Oct., 1904. 
No. 5. 


Unper the above title Acconci (of Florence) describes a case in which 


the whole vagina, together with the vaginal portion of the cervix 
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uteri, was shed. The patient, who was 29 years of age, had 
had three children. She was suddenly siezed with dyspnea, rigors, 
high temperature and general depression. These symptoms appear 
to have continued for at least a fortnight before the patient’s admission 
to hospital. In hospital it was noticed that a very offensive, yellowish, 
blood-stained discharge escaped from the vagina. The patient was 
in a very depressed condition with frequent rigors and continuous 
abdominal pain.. A mass was passed from the vagina some days 
later, which proved to be the whole vagina and the vaginal portion of 
the cervix; the vagina had become completely inverted during its 
passage. From this time the patient’s general condition began to 
improve and she eventually left the hospital well, but with a vesico- 
vaginal and a recto-vaginal fistula. Subsequently the vagina con- 
tracted and menstrual fluid accumulated in the uterus. Attempts 
were made to keep a permanent opening through what had been the 
vagina, but as these were unsuccessful the uterus was removed per 
abdomen; the vaginal fistula were also successfully repaired. No 
bacteriological examination was made at the time of the expulsion 
of the vagina. The whole thickness of the vagina was expelled and 
the walls of the canal were infiltrated by many micro-organisms of 
various sorts. 

Acconci has collected 29 other cases of this condition. He divides 
them into three groups. In the first (like his own case) the peri- 
vaginitis appears to have been primary; in the second it developed 
during the course of enteric fever or pneumonia, and in the third it 
was the result of local treatment by perchloride of iron. The majority 
of cases belong to the first group. 

Death resulted in 5 out of 30 cases. In all the cases that recovered 
there was more or less trouble from occlusion of the vagina. In all 
cases the vaginal portion of the cervix was expelled with the vagina. 


G. Rosrysoy. 


An Unusual Ovarian Condition. 


Lewis (ScHootrr). The Amer. Journ. of the Med. Sciences, October, 
1904. No. 391. 


THE patient was et. 24, and before admission for pain and swelling 
in the left side had always had good health. She was the mother of 
two children. After being in hospital six days her abdominal cavity 
was opened, and the spleen was found black and glistening in colour 
and six times its usual size. It was dragged downwards by the 
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Fallopian tube which was twice its normal size and adherent to it, 
and at the lower pole of the spleen the fimbriated extremity, ovary 
and spleen were all adherent to each other, and the various structures 
were with difficulty identified. The tube was divided between 
ligatures and the spleen set free. About three months later she was 
again admitted into hospital with complete obstruction of the large 
intestine, which on operation was found to be due to extensive 
adhesions along the descending colon. The uterus was normal in 
size and position and the spleen had lost the black colour. The 
patient recovered. A blood count showed no anomaly, and there was 
no history of malaria. 


Vesico-vaginal Fistule following Hysterectomy for Carcinoma 
Cervicis Uteri, with special reference to their origin and closure. 


Sampson (Joun A.). Johns Hopkins Hospital Bulletin, September, 
1904. No. 162. 


1. The anatomical relation between the cervix and bladder is such 
that the anterior extension of carcinoma cervicis uteri soon invades 
the bladder wall, as shown by (a) vesico-vaginal fistula, which may 
occur in the advanced cases and result from the necrosis of the 
growth which has invaded the bladder wall; (6) accidental injuries 
to the bladder occurring during hysterectomy for cancer of the 
uterus; (c) cystitis following these operations, demonstrating that 
the operation must be considered an accessory etiological factor in 
its origin. 

2. The surgeon who attempts to separate a carcinomatous cervix 
which has become adherent to the bladder, usually (a) leaves cancer 
tissue behind, and the disease returns; (b) so injures the bladder wall 
that a vesico-vaginal fistula may form, which if recognised and 
repaired at the time is apt to fail to unite because the fistula is 
situated in a portion of the bladder wall whose outer coats have been 
torn, and whose blood supply has been injured by the operation; 
(c) if he does not produce a fistula the injured portion of the bladder 
may be unable to resist infection and a severe cystitis may result. 

3. On account of the above, if the cervix is adherent to the bladder 
the adherent portion of the bladder wall should be excised, in order 
(a) that a wider excision of the primary growth may be obtained; 
(6) that the injured bladder wall may be repaired, for one may then 
unite healthy bladder tissues together and so feel assured of a 
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successful repair of the injury; (c) that the bladder may be better 
able to resist infection, for the portion weakened by the operation 
has been removed. 

4. Post-operative vesico-vaginal fistula may occur (a) from 
undiscovered accidental injuries to the bladder, or the failure of 
the repair of injuries recognised at the time of the operation; 
(6) from the intentional formation of such fistule at the time of the 
operation in order to relieve intra-vesical tension and give the bladder 
a rest, and also in order to minimise the dangers of post-operative 
cystitis. 

5. Frequently post-operative vesico-vaginal fistule close spon- 
taneously. This may take place in a short time as a few days or 
weeks, or may require as long a time as six months or a year; on 
the other hand, some never close. 

6. Apparently the early operative closure of such fistule, unless 
in healthy bladder tissue, is difficult, and operative measures should 
not be undertaken until the tissue has had a chance to regain its 
natural blood supply. One should probably wait at least two months 
before undertaking such steps. 

7. The radical operations for cancer of the uterus diminish the 
sensibility of the vagina and bladder to pain, so that post-operative 
vesico-vaginal fistule may be closed without the use of a general or 
local anesthetic. 

8. The following principles should be applied in the closure of 
these and all vesico-vaginal fistule:—(a) Approximation without 
tension; (6) a long area of denudation exposing healthy bladder 
tissue; (c) accurate approximation with inversion of the bladder 
mucosa; (d) tying the ligatures so as not to strangulate the tissues. 

9. Very fine silver wire fastened by means of perforated shot forms 
a very satisfactory suture material, and if a small piece of rubber 
tubing is placed between the shot and the vaginal mucosa a most 
efficient “splinting” suture is formed, which through the elasticity 
of the rubber tubing maintains accurate approximation without 
strangulation. 

Comyns BERKELEY. 


A Vaginal Anus. 
Ricuetor. La Gynécologie, October, 1904. 


FIFTEEN years ago Richelot advocated the immediate resection of the 

spur in an artificial anus, pointing out the advantage of this method 

over the slow destruction of the spur, e.g., by Dupuytren’s enterotome. 
30 
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He now gives an account of a case where he applied the same 
method to a “vaginal anus.” The patient, aged 44, had had 
laparotomy performed in 1892 for a pyosalpinx, and in 1895 vaginal 
hysterectomy (by another surgeon) on account of ectopic pregnancy. 
She came to Richelot in 1902. Ever since the second operation the 
foeces had been passed involuntarily by the vagina, none passing 
through the anus. Richelot found at the top of the vagina, in the 
place of the cervix, a “superb” anus, a large opening in which could 
be distinguished an upper and a lower channel and a spur. Combined 
recto-vaginal examination showed that both of these channels 
belonged to the rectum. The artificial anus was very firmly 
adherent to the base of the bladder. An abdominal operation for 
relief of this condition seemed to threaten so much danger that 
Richelot chose to operate from below, hoping that by this route the 
peritoneal cavity would not be implicated, and that the small 
intestine which was intimately adherent to the upper part of the 
rectum would be less likely to be wounded. The first step was to 
bring the vaginal anus down towards the vulva. This was accom- 
plished by the aid of a median vertical incision in the posterior- 
vaginal wall. After assuring himself that the spur consisted entirely of 
intestinal wall he seized the spur with two pairs of Kocher’s forceps, 
surrounding a triangular portion, made a cut with scissors from the 
base of the triangle to its summit, and sewed over the two raw edges. 
He then treated the circumference of the vaginal anus as if it were a 
vesicovaginal fistula so as to produce a raw surface. The loosened 
mucous membrane of the rectum retracted, leaving a free vaginal 
flap. He sutured this transversely so as to close the orifice, and then 
repaired the posterior vaginal wall by suture of his original vertical 
incision. The patient made a good recovery, only a minute fistula 
being left through which flatus and occasionally a little fluid escaped, 
while the rectum and anus resumed their functions. 


Henry RussELL ANDREWS. 


Indications and Results of Secondary Operations. 
Barscu. Monats. fiir Geburts. und Gynakol. Bd. xx., Ht. 4. 


SEconpDARY operations for complications after laparotomy are not of 
common occurrence, and so the results of a large number of cases are 
of great interest. Out of 1,100 laparotomies and 850 vaginal opera- 
tions, 46 secondary operations were performed. Of these 17 were 
undertaken for circumscribed pelvic peritonitis with 16 recoveries, 
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12 for general peritonitis all of which died, 13 for mechanical 
paralytic distension of the bowels of which 10 recovered, and 4 for 
paralytic distension after vaginal operations. Posterior colpotomy is 
the best operation for circumscribed pelvic collections and the results 
are very good, but it is quite otherwise when there is general septic 
peritonitis with paralysis of the bowels. Here the diagnosis from 
mechanical Ileus is all important. In the septic Ileus, the prognosis 
appears to be almost hopeless, but in the mechanical form 10 out 
of 13 cases recovered. The condition of the pulse and the time 
of onset of the symptoms are the best guides to diagnosis. Septic 
Tleus comes on within the first four days after operation, while 
mechanical Ileus does not show itself before the end of the first 
or beginning of the 2nd week. In 85 per cent. of the cases of 
mechanical Ileus, there were adhesions found at the primary 
operation. A very important point in the treatment of all these 
conditions is the emptying of the bowel, best secured at the secondary 
operation by means of a middle sized trocar, so as to avoid peritoneal 
or wound infection. 
Tuomas G. STEVENS. 


OBSTETRICS. 


Double-sided Ovariotomy at the commencement of Pregnancy: 
A Full-Term Child. 


(Exits). Zentral. fiir Gynikol., 1904, No. 28. 


Tuts case is interesting as having a bearing upon the Born-Fraenkel 
theory as to the influence of the corpus luteum upon the progress of 
early gestation. The patient was aged 43 years, a I]I-para. Always 
fairly healthy, the menses had been regular. An increase in the size 
of the abdomen led to the diagnosis of cystic ovarian tumour. On 
September 6th, 1903, laparotomy was performed ; the cyst sprung from 
the left ovary, and after six litres of opaque fluid were drawn off, the 
pedicle was tied and the growth removed. The right ovary, which 
was the size of a walnut, was also removed. The uterus seemed some- 
what enlarged. The patient made an uninterrupted convalescence 
and was discharged on September 23rd. The right ovary contained 
a corpus luteum of pregnancy. The supposition of pregnancy was 
later confirmed, and the woman was delivered of a full-term child on 


2nd June, 1904; the child died on June 8th of congenital heart 
disease. 
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The patient could not remember the date of the last menstrual 
period. The child was born 269 days after the operation so 
probably the conception took place just before the operation; 
the ovaries and corpus luteum had therefore been removed at the 
beginning of the first month or, if again the apparent enlargement of 
the uterus noticed at the time of the operation is regarded as 
significant, then the child must have gone beyond full-term 
pregnancy. In any case the corpus luteum must have been removed 
during the first month of gestation. This case seems to be a proof 
that in human beings the removal of the corpus luteum does not 
hinder the progress of gestation, even when carried out soon after 
the act of conception. Whether this is an exceptional case or not 
further investigation must decide. 

CurTuBert LocKYER. 


Pyelitis in Pregnancy. 
Orrtz. Monats. fiir Geburts. und Gyndkol. Bd. xx., Ht. 4. 


As a rule pyelitis occurs from the fifth to the seventh month of 
pregnancy, seldom later, and very rarely in the first three months. 
The symptoms commence suddenly and are of great severity, but in 
spite of this a good prognosis can be given even after a long illness. 
The symptoms generally are: pain in the abdomen localised to one 
kidney and spreading towards the bladder and the corresponding leg. 
Rigors and rise of temperature even to 104° Fahr. occur, and more or 
less severe general symptoms. The urine is copious, acid in reaction, 
and contains pus; casts and epithelium from the pelvis of the kidney 
are often not found. The disease is not often dangerous to life, and 
has no evil effect on the progress of pregnancy unless premature 
labour starts as a result of the high temperature. The causation is 
obscure, but compression of one or other ureter by the pregnant 
uterus, and infection with the bacillus coli communis are the usual 
factors believed to be concerned. The diagnosis is not difficult as a 
rule, simple examination of the urine in conjunction with the above- 
mentioned symptoms being sufficient in most cases to make the 
condition clear. But, if the diagnosis is not obvious, cystoscopic 
examination and catheterisation of the ureters will help. Treatment 
is not of much avail but most cases clear up after delivery is 
effected. Rest in bed with milk diet and urotropin, as a rule, does 
some good; but if the condition offers any serious menace to life 
induction of premature labour must be considered. Even incision 
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of the affected kidney has been performed in severe cases in order to 
tide over the time until the foetus becomes viable. The cases are by 
no means so uncommon as might be expected, the author basing his 
remarks on 64 such patients. 

Tuomas G. STEVENS. 


Lumbar Puncture in Eclampsia. 
HENKEL (Max). Zentral. fiir Gyndkol., 1904. No. 45. 


In No. 39 of the Zentral. fiir Gyndkol., Krénig published three cases 
in which he had treated eclampsia by lumbar puncture; the patients 
recovered. 

Kronig’s belief is that as the blood pressure is raised in all cases 
of eclampsia, so will the pressure be raised in the cerebro-spinal fluid 
at the same time. Krénig’s first patient was a primipara who, before 
puncture of the subarachnoid space, had had two fits, and during the 
drawing off of the cerebro-spinal fluid a third fit occurred. Then 
vaginal Cesarean section was performed, after which the fits ceased. 

In the second case the fits started five hours after spontaneous 
labour; five fits followed each other in quick succession, then the 
spinal puncture was performed and a fit occurred during the pro- 
cedure. During the following fifteen hours there were eleven more 
fits. 

The third case was one of a woman who had previously had five 
normal labours. In this instance vaginal Cesarean section was per- 
formed after the fourth fit and no more followed. Fifteen hours after 
delivery, as the patient was drowsy and markedly cyanosed, spinal 
puncture was made with strikingly good results. 

Krénig says: “From so small a series of cases nothing much can 
be said as to the good effects of this treatment in eclampsia, especially 
as in two, vaginal Cesarean section was performed. At all events an 
immediate result after the puncture was not apparent.” 

Krénig’s publication has led Henkel to record the results of this 
treatment which he arrived at in 1901. The experiment was tried in 
sixteen cases, but Henkel had no intention, originally, of giving 
publicity to them, as his final conclusion was that the drawing 
off of spinal fluid had no influence over the course of the 
disease. He used injections of cocain and skopolamin after the 
withdrawal of the cerebro-spinal fluid, but he could not recommend 
this procedure as a sure means of preventing the eclamptic fits. 

In his paper the author gives an account of each case in which 
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spinal puncture was carried out. Four of the sixteen women so 
treated died; as the average mortality in eclampsia is 20 per cent. 
there was no improvement in this respect. No death occurred 
directly from the puncture, but this should always be regarded as a 
possibility. Nothing could be drawn off in seven cases. One of 
these was included in the four who died, and at the autopsy no 
cerebrospinal fluid was found in the cord and but very little in the 
ventricles. Only from two to three drachms of fluid could be drawn 
off in five cases. Of these, two women died. There was a great 
increase of fluid in four cases, about thirty centimetres were drawn 
off. Of these one woman died. The spinal fluid was investigated. 
It was as clear as water, alkaline and contained } per cent. albumen; 
no sugar or other reducing agent was present. It was sterile. 

That the spinal fluid is not always increased in amount during 
eclampsia is also proved in a case published by Kamann (J/unch. 
med. Wcehnschr., 1902, p. 831). Here 0°05gr. of tropococaine was 
injected with immediate cessation of the fits. The patient died, and 
at the autopsy absence of fluid in the spinal canal was demonstrated. 

It follows that even with marked anasarca there need be no edema 
of the meninges leading to associated hydrops ventriculi. On the 
other hand excess of spinal fluid is present when there is no edema 
of the body. 

Henkel’s conclusion is that the quantity of spinal fluid can have 
practically nothing to do with the production of fits in eclampsia, nor 
are the latter much influenced by intra-spinal injection of local 
anesthetics. 


Curupert LocKyER. 


Inversion of the Uterus, and its Treatment by the Application 
of Champetier de Ribes’ Bag. 


Manret (Pav). Gazette Médicale de Paris, September 10 and 17, 


and October 1 and 8. 


Tuts article is based on five cases of complete inversion which in the 
course of eleven years had been under the writer’s care. In the first 
case the inversion had been present for fourteen months before he 
was called in. It dated from a confinement, and was due to traction 
on the cord during the third stage of delivery by the woman in 
attendance. It is worthy of record that the immediate hemorrhage, 
though copious, was soon checked. Slight but persistent hamorrhage 
continued during fourteen months, with exacerbations at the time 
of the periods, and when seen by Dr. Mantel the patient was 
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markedly anemic. The treatment he adopted was attempted reduc- 
tion under anesthesia, and this failing, the application of Champetier 
de Ribes’ bag fully distended with air. No mention is made of the 
trial of any repositor, such as Aveling’s, which would certainly have 
been used in this country, but the bag failing vaginal hysterectomy 
was performed. The patient died the next day. 

The interest of the paper lies in the other four cases. They were 
all recent. Three occurred during the third stage of delivery (two in 
the same patient at an interval of five years), and one some hours 
after delivery was complete, apparently due to straining at micturi- 
tion. In all four cases reduction was effected by the application of 
Champetier de Ribes’ bag, and in all four recovery was complete. 

The author draws a sharp and logical distinction between these 
four cases, and the one already mentioned, between as he terms them 
obstetrical and surgical inversion. The rest of the paper is devoted 
to the consideration of the former. Traction on the cord is shown to 
be the prime factor in the mechanism. Even in the case which 
occurred some hours after delivery the writer thinks it probable that 
inversion commenced during the third stage, and was only completed 
by the straining of the patient. He does not think that straining is 
sufficient in itself to produce inversion, but it is clear that once 
inversion has begun, straining may complete it, ultimately driving 
the uterus completely out of the vagina. Though without much 
evidence from his own cases (he did not himself attend the patients 
in delivery), the author is in agreement with Pinard in attaching 
considerable importance, as a factor favouring inversion, to the 
implantation of the placenta at the fundus of the uterus. He does 
not consider that there was any evidence in his cases of abnormal 
adhesion of the placenta, and states definitely that in his opinion 
the accident was in all five due to bad management of the third stage 
of labour, and ought not to have occurred. He enters fully into the 
symptoms and physical signs, but only two points need consideration. 
In all obstetric works stress is laid on the severe hemorrhage, yet 
here are five cases in which it is absent in three, and insignificant in 
the other two. In the first case the hemorrhage was persistent for 
months, and so became an important factor, but the immediate 
hemorrhage was slight and easily controlled. As the writer says, 
either his experience was peculiar and unique, or the statements in 
the text-books are in need of revision. The second point concerns 
puerperal infection. In all the recorded cases the application of 
Champetier de Ribes’ bag was delayed (the earliest application was 
five days after delivery), and yet in no case was there any serious rise 
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in temperature. The writer believes this freedom from infection to 
be due to closure of the vessels by the inversion, and to the perfect 
and constant free drainage of the uterus. So much has he been 
impressed by the absence of both hemorrhage and puerperal infection 
that he is led to make the heroic suggestion that inversion should be 
practised in cases of on the one hand uncontrollable post-partum 
hemorrhage, and on the other hand intractable infection. With 
regard to the last his words are: “In a case of puerperal infection 
which will not yield to curettage, I should not hesitate to advise 
inversion, which would however be, in the case of failure, only the 
first step to a more radical operation—vaginal hysterectomy.” 
Before discussing the active treatment of his cases Dr. Mantel 
lays stress again on the proper conduct of the third stage of labour, 
and declares that in all his cases the accident should have been 
avoided. Indeed acute inversion should seldom or never occur. But 
should an obstetrician be called in to such a case, how should he 
proceed? The reply given is briefly this: the uterus should be 
returned to the vagina, and the most rigid asepsis of both organs 
practised. No attempt should be made to procure immediate manual 
reposition of the uterus. The author’s experience has not led him to 
fear hemorrhage, and he attributes the accidents of acute infection, 
hemorrhage, and gangrene reported in the literature to this practice. 
If the uterus will not easily stay in the vagina it should be kept 
there by a light gauze plug and vulval pad. This with rigid asepsis 
is all that should be done in the first few days of the puerperium. 
When five or six days have passed the time has come to introduce 
Champetier de Ribes’ bag. The largest size must be used, and the 
author lays great stress on its being filled with air, and not water. 
The latter is incompressible, and the bag becomes too rigid and hard. 
To fill it with air “is the secret of success, and the explanation of the 
harmlessness of the manceuvre.” Once in place the bag must be 
disturbed as little as possible, only removed to allow of micturition 
and defecation; and the writer thinks it well not to empty the 
bladder too frequently, regarding a full bladder as an aid rather than 
a hindrance to reposition. The bag acts partly mechanically, but 
also reflexly, and the patient passes through what the author 
describes as “un véritable travail.” The pains are very severe, and 
there is a tendency to syncope, but he finds that the condition is more 
alarming than really grave. As soon as the reduction is complete 
the patient is at ease. In none of the cases reported was it necessary 
to resort to morphia or chloroform on account of the pains. 
The author considers himself justified in stating in conclusion 
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that in the majority of cases the accident is not one of great gravity, 
and that, apart from improbable complications, the inversion will be 
reduced in a few hours by the application of the bag, if it is applied 
as he directs, on the fifth day of the puerperium, and filled with air. 


It is a bold statement, but it is at any rate justified by the careful 
record of four successful cases. 


R. Hamitton Bett. 


The Etiology, Prophylaxis, and Treatment of Ruptures of the 
Uterus during Childbirth. 


IvanorF (N.). Annales de Gynécol. et d’Obstét., 
August, September, October, 1904. 


A LeneTHy and carefully considered article on this subject is based 
on 124 cases collected by the author between 1877 and 1901, 80 of 
which occurred at the Moscow Maternity. Its frequency appears to 
be about 1 in 1,482 cases, although Koblanck (University of Berlin) 
puts it at 1 in 462 confinements. With regard to the etiology of 
rupture Ivanoff classifies the cases into six groups : — 

(a) In connection with placenta previa. 

(6) In connection with transverse presentation. 

(c) With hydrocephalus. 

(d) Contracted and deformed pelves, including exostoses. 

(e) Vertex presentations complicated with the use of forceps, 

version, or other operative methods. 

(f) With pathological modifications of the uterine walls. 

Each of these headings is considered in detail, and the author’s 
conclusions are of great value, especially as the cases are reported in 
detail, and most careful post-mortem records given. The microscopical 
examinations of portions of the uterine wall at the seat of rupture in 
several cases are of the greatest interest. 

With regard to prophylaxis, the author, commenting on the 
frequency of rupture with transverse presentation, suggests that 
version is often the direct cause, and that in many cases embryotomy 
is preferable. He further insists on the importance of the early 
recognition of hydrocephalus before the uterus becomes dangerously 
thinned. 

The author’s views on treatment are noteworthy seeing that 
he is strongly in favour of operative rather than expectant treatment. 

In the 124 cases reported the mortality was 81°75 per cent. All 
these cases were treated by gauze plugging and an abdominal band- 
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age. In 58 cases of complete rupture only seven cases recovered, i.e., 
a mortality of 87°75 per cent. In 43 cases of incomplete rupture 16 
recovered, 2.e., a mortality of 61°18 per cent. 

The cause of death in nearly all cases was hemorrhage or septic 
infection, these occurring in about equal proportions. In death from 
hemorrhage the fatal event was usually delayed some hours or even 
days. 

With regard to septicemia the danger lies in the clots or extra- 
vasations of blood into or beneath the peritoneum, which become 
sooner or later infected and the patients die of peritonitis. In 
consideration of these points the author believes that the fatal 
issue can only be prevented by operation, 7.e., the bleeding vessels 
at the seat of rupture should be ligatured, all blood and clot 
removed from the peritoneal cavity, and the region of the tear 
carefully cleansed. ‘This is, of course, the opposite view to that 
held by many obstetricians of the present day, but taking the most 
recent statistics—Koblanck, Klein, Schroeder and Ivanofi—on cases 
treated by abdominal section and suture of the rupture, the per- 
centage of recovery becomes 60 per cent. as compared to 27 per cent. 
in cases treated by the expectant method. The author summarises 
his valuable paper with the following conclusions :— 

1. The greater number of cases of rupture of the uterus in placenta 
previa are produced by violence. 

2. In transverse presentations operative measures are generally 
the cause of rupture. 


3. In transverse presentations previous attempts at delivery pre- 
dispose to rupture which may easily occur if version is attempted. 

4. The crochet of Braun is a dangerous instrument. 

5. Most uterine ruptures produced by violence occur laterally, and 
tend to involve the cellular tissue and broad ligaments. 

6. Ruptures in cases of hydrocephalus either from distension or 
thinning of the uterine wall are often due to the condition being 
found out too late. 

7. In cases of contracted pelvis the rupture occurs generally in 
the distended lower segment from pressure upon the pelvic walls, the 
promontory, or bony growths projecting into the pelvic cavity. 

8. A contracted pelvis predisposes to rupture since the uterine 
walls may have been seriously damaged by previous labours. 

9. Spontaneous ruptures in the case of flattened pelvis are nearly 
always transverse and in the region of the supra-vaginal portion of 
the cervix, and may occur early in labour. 
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10. Cases of “colpoporrhexis” are really cases of transverse 
rupture of the supra-vaginal portion of the cervix uteri. 

11. In cases of contracted pelvis if there have been previous 
difficult labours or serious operations for delivery, the expectant treat- 
ment is dangerous, especially if cicatrices already exist in the supra- 
vaginal portion. 

12. One of the predisposing factors of rupture, besides the 
conditions already mentioned, is inflammatory cellular infiltration. 

13. All the so-called pathological modifications of the elastic 
tissue of the uterus, as described by some authors, are really physio- 
logical modifications depending on pregnancy, labour, or the 
puerperal state. Ivanoff has never found true pathological changes 
in the elastic tissue in the ruptured uteri he has examined. 

14. The expectant or conservative treatment of ruptures of the 
uterus during labour gives results less favourable by one-half than 
operative interference. 

15. The treatment of every rupture of the uterus during labour 
should be by operation, for by this means alone can the bleeding, 
immediate or later, be arrested, andthe region of the wound and 
peritoneal cavity thoroughly cleansed. 


C. Husert Roserts. 


Repeated Czsarean Section. 


LeuwEN (Tu. von). Annales de Gynécol. et d’Obstét., October, 1904. 


Tue author has collected 117 cases in which Cesarean section has 
been repeated, and publishes some interesting data with regard to 
this question, among which the following are important. 


1. The immediate post-operative results. 
Up to the present time there are few statistics, though Abel 
reports 34 cases. In 13 of these there was suppuration of the 
abdominal wound with discharge of uterine (silk) ligatures. In one 
case some ligatures were passed by the bladder. Two other cases 
complained of great pain when menstruation re-appeared. 

In Kouwer’s clinic, of 20 cases that had been operated on, the 
author was able to trace 17. Five of these were again pregnant 
and three had done well after artificial induction of labour. 
Two others had miscarried. Only two cases of ventral hernia 
occurred, and although in nine other cases the uterus was found 
firmly adherent to the scar only one complained of any discomfort. 
Two cases of suppuration of the wound occurred. 
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2. The question of subsequent conception. 


Cesarean section seems to have little or no effect upon, and certainly 
does not prevent fertility in cases where no attempt has been made 
to sterilize the woman. The author notes 137 women who had 194 
pregnancies following one Cesarean section. In 117 cases Cesarean 
section was repeated: 75 times twice, 10 times thrice, and 2 cases 
where it was done four times in the same woman. In 77 other cases 
in which pregnancy supervened after Cesarean section, the writer 
found that 8 spontaneous and 38 artificial abortions occurred. The 
uterus ruptured in 6 cases either in the region of the scar or other- 
wise. Twenty-two of the pregnancies ended in artificial induction 
of premature labour and 21 went to term. The remainder were 
delivered by symphysiotomy (3), embryotomy (3), forceps (3) and 
podalic version (2). 


3. The condition of the uterine wound and its behaviour in subsequent 
labours. 


The results reported by various operators differ widely. Leuwen 
has collected 194 cases after one Cesarean section, in 24 of which the 
results were not good. Of these, 4 cases of rupture of the scar 
occurred, in 14 the scar was very thinned along its whole extent, 
while in 6 the thinning and stretching were only partial. 

In all these cases the blame seems to rest on a faulty operative 
technique, or subsequent infection. The author appears to lay stress 
on not passing the sutures through the mucosa, which may be 
infected, on cutting the ends of the sutures short, or in covering the 
knots with peritoneum to lessen any irritation of the serous surfaces. 


4. The frequency of peritoneal adhesions and their results. 


In 117 cases in which Cesarean section was repeated, 76 cases of 
adhesions were noted (67 per cent.). Authors have laid great stress 
on the value of adhesions to the scar, since, should the operation be 
repeated, it may even be done without opening the general peritoneal 
cavity. One operator even fixes the uterus by sutures to the 
abdominal wound. On the other hand some writers think the 
adhesions a source of danger and that severe abdominal pain, disten- 
sion of the posterior uterine wall, post-partum hemorrhage, or 
intestinal obstruction, may ensue. 

According to the author, abortion occurring in a subsequent 
pregnancy is a very rare event (2°4 per cent.), though it has been 
thought to occur frequently as the result of such adhesions. Should 
adhesions occur they are usually due to contraction of the brim 
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which holds the uterus forwards behind the abdominal wound, to 


faulty technique at the time, or to subsequent infection—always a 
serious matter. 


5. Infection. 

Possibly this occurs fairly frequently, as Olshausen suggests, for 
elevations of temperature often occur in the puerperium after 
Cesarean section. The author finds this in 90 per cent. of the cases 
he has collected. Of course many of these rises of temperature were 
very slight, but Leuwen takes the majority to be due to some microbic 
infection. Hence the importance of the most careful preparation 


of the patient, and the rigorous observance of asepsis by all those 
concerned in the operation. 


6. Mortality. 

It may be said with truth that the mortality of the repeated 
Cesarean section is less than the first. Of 104 cases collected by 
Leuwen, in which the operation was repeated on the same woman, 
only 3 deaths occurred (3 per cent.). Still, if the mortality is to be 
kept low, the patient should be placed under the most suitable 
conditions. She should come to the hospital before labour is 
commenced, and should not be examined except under rigorous 
aseptic and antiseptic conditions. Cases in which repeated efforts 
to deliver have been made by forceps, version, etc., before admission, 
of course give very much less favourable results. 

Lastly the question of sterilisation is discussed, and the writer 
strongly urges his views against this proceeding in all cases. No 
condition except that of septic infection justifies sterilisation of a 
woman at the time of performing Cesarean section, for according to 
his own statistics and those of others, most, if not all, of the dangers 
of subsequent pregnancies have been found to be imaginary. 


C. Husert Roserts. 


Extirpation of the Uterus in connection with Labour and 
the Puerperium. 


Trorta (G.). Zentral. fiir Gyndkol., 1904. No. 45. 


In a monograph bearing this title the author discusses the indications 
for removal of the puerperal uterus under the following headings: 
infection, rupture of uterus, fibromyoma, cervix-carcinoma, con- 
tracted pelvis, bleeding, stenosis of the soft parts; and other indica- 
tions, including bad effects from vaginal or abdominal fixation of the 
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uterus, eclampsia, etc. From the results obtained by hysterectomy in 
45 cases of puerperal fever, the writer is inclined to regard the 
operation as the right thing to do, but says it is always difficult to 
decide the best moment for carrying it out, but generally 
speaking all other means should first be tried and exhausted. In 
rupture of the uterus this writer is of opinion that with a few 
exceptions the uterus should be removed. On the other hand, he says 
fibroids seldom necessitate hysterectomy in labour or the puerperium. 
One of the commonest indications for removal of the gravid uterus is 
carcinoma of the cervix. Finally the author sees in uncontrollable 
hemorrhage from atony of the uterus an occasionally indication for 


hysterectomy. 
CuTHBert LocKYER. 


Researches on the Cytology of the Liquor Amni. 


Danret (M. Constantin). Annales de Gynécol. et d’Obstét., 
August, 1904. 


Tue author’s paper is devoted to a systematic investigation of the 
cells of the liquor amnii, both in relation to normal pregnancy and 
with certain pathological conditions. From time to time the cytology 
of various fluids has been investigated, such as the effusions of 
pleurisy, hydrocele, ascites, ovarian cysts, milk, colostrum, cerebro- 
spinal fluid, etc., but little work seems to have been done with regard 
to the liquor amnii, though Robin, Lepage, Charpentier, and others 
have written on the subject. 

The author endeavours to obtain a cytological formula for the 
liquor amnii in health, and then to determine the various modifica- 
tions which this may undergo either with diseases of the mother or 
the ovum itself (membranes and fetus). 

The method employed is to puncture the bag of membranes at 
various stages of dilatation of the cervix, the fluid being withdrawn 
by a sterilized aspirator. The fluid is then centrifugalised and the 
deposits examined microscopically after proper fixation and staining. 

Thirty-eight cases were thus observed, 24 being normal and 14 
presumably pathological, or at all events in connection with such 
conditions as abortion, premature labour, hydramnios, syphilis, and 
albuminuria. 


A. Normal cases. 
In health the liquor amnii contains large epidermal cells mingled 
with a small number of amniotic cells and leucocytes. The epidermal 
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cells are derived from the foetal integuments and are very numerous, 
and occur either isolated or in groups. They are usually polygonal 
or irregular. Varying with the age of the foetus the cells tend to 
become more or less amorphous or undergo necrotic changes. 


The amniotic cells derived from the cells lining the amnion are 
very much smaller than the epidermal cells described above. They 
are fewer in number, rounded or oval in shape, and contain large 
nuclei which stain very readily. 


Leucocytes were found in normal liquor amnii in more than half 
the cases examined. Polynuclear leucocytes predominate, but 
lymphocytes are not uncommonly met with. Red-blood cells found 
in some preparations were probably due to some slight hemorrhage 
occurring at the time when the membranes were punctured by the 
trochar. 


Daniel maintains that in nearly every case the leucocytal reaction 
is accompanied by the presence of micro-organisms. These were 
often present in the cases he examined. Cocci, diplobacilli, and 
diplococci were met with, and in one case of albuminuria chains of 
cocci which retained Gram’s stain. The bacteriology of the subject 
is only touched upon, and the author ventures no conclusions as to 
his observations on this point, but with regard to normal cases he 
concludes that the normal cytological formula of the amniotic fluid 
is characterised by the presence of a large number of epidermal cells 
mingled with a smaller number of amniotic cells. Further, his 
researches lead him to conclude that during labour, besides this 
normal epithelial reaction, the liquor amnii in 50 per cent. of the 
cases may contain a small number of polynuclear leucocytes. 


B. Abnormal cases. 


The contents of the amniotic sacs of two cases in which the ovum 
was expelled entire were examined. One presented very little 
abnormality, but the other showed marked leucocytal reaction, the 
white cells being present in large numbers, due probably to diapedesis 
and destined according to the author for the ultimate absorption of 
the ovum itself. No microbes were found in these cases. 

In five cases of premature labour, three presented the normal 
epithelial reaction, but in the other two numerous polynuclear 
leucocytes and microbes were found, the liquor amnii in these cases 
having undergone putrefaction changes. 

In hydramnios there were fewer epidermal cells owing to the 
large dilution by the fluid, and very few mono-nuclear amniotic cells 
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were met with. Many leucocytes were present but no other patho- 
logical products. 

In two doubtful syphilitic cases large numbers of polynuclear 
leucocytes and lymphocytes were present. The author surmises that 
as the amnion is an ectodermal derivative it may be compared to the 
arachnoid, and probably is the subject of various syphilitic lesions. 

Albuminuria appears to modify the physiological composition of 
the liquor amnii. The fluid in two cases examined was opaque and 
contained degenerated epidermal cells. Red cells, polynuclear 


leucocytes and lymphocytes were also present, but these were modified 
and degenerate. 


C. Husert Roserts. 


The Placenta in Syphilis. 
Nexis (CHartEs). L’Obstétrique, September, 1904. 


In this paper the author enters into details on the histological changes 
observed by himself in the placente of women who were themselves 
markedly syphilitic, or who were delivered of undoubtedly syphilitic 
children. The microscopic appearances of the various parts are 
described and are illustrated in ten plates. The work, he states, grew 
out of a désillusion, when he had failed to find the lesions described 
as characteristic. It is not surprising, accordingly, to find that 
Dr. Nelis comes to the conclusion that there is no specific pathological 
lesion in a syphilitic placenta; for the placenta in a case of syphilis 
shows no lesions that are not equally found in women who are not 
syphilitic. Accordingly the placenta gives no evidence by which one 
may state, from the point of view of the pathologist, that a given 
woman was syphilitic. There is one feature, however, which is rarely 
observed except in syphilis, and that is the hypertrophy of the villi 
due to sclerosis of their stroma; and this feature is the one most 
constantly observed in syphilis and affords a probability but by no 
means a certainty of the presence of syphilis. In general terms it 
may be stated that there is no relation between the lesions of the 
placenta and the viability of the child; cedema of the villi is con- 
sidered a post-mortem change. The author agrees with Schwab in 
denying the statement of Fraenkel that the lesions in the placenta 
vary in position according as the syphilis is due to the mother or to 
the father. Syphilitic lesions of the placenta are the evidences of the 
struggle between mother and child. The hypertrophy of the villi is 
evidence that the child has required more air than it was getting, just 
as the fibrous developments in the maternal parts are evidence of the 


: 
Ag 
4 


Current Itterature: Obstetrics 469 


mother trying to block off the diseased part of the fetal placenta. 
There are no lesions to be found in the placenta specifically caused by 
syphilis alone. 

E. H. L. Oxremant. 


The Pathogenesis of Obstetrical Paralyses. 


Tuoyer-Rozat. L’Obstétrique, September, 1904. 


For some years it has been usual to regard the elongation of the roots 
of the brachial plexus, and not their direct compression, as the cause 
of these paralyses. In head presentations, after the head is born and 
there is difficulty with the shoulders, asynclitic tractions are made in 
order to get the anterior shoulder to emerge from under the pubic 
arch. In consequence of this stretching of the neck, the roots of the 
brachial plexus, especially the fifth and sixth, are overstrained, and 
finally rupture. This leads to paralysis of the superior type, which 
was formerly attributed to the direct compression of these two roots 
over Erb’s supra-clavicular point. The same explanation holds good 
when, in breech cases, it has been necessary to free the arms of the 
fetus, for in this movement the branches of the brachial plexus 
which cross the capsule of the humerus are liable to become stretched. 

Three years ago the author observed a paralysis of the arm pro- 
duced in conditions where elongation or indirect rupture of the roots 
of the plexus seemed impossible. There was difficulty in the birth 
of the shoulders, and the anterior shoulder became impacted behind 
the symphysis. The posterior shoulder being more accessible its 
arm was disengaged and brought down. The anterior arm, however, 
was still the one paralysed, and it was probably the pressure of the 
finger upon Erb’s point at the anterior shoulder which produced the 
paralysis. 

The author attempted to confirm this view of the production of 
such paralyses by experiments made upon dead fetuses, imitating as 
far as possible the actual conditions clinically present. Asynclitic 
tractions were carefully avoided, but he always made a certain 
amount of compression over Erb’s region. His conclusions are :— 
1. That temporary paralysis may result from elongation of the 5th 
root, but one cannot eliminate the factor of pressure upon Erb’s point 
asacause. 2. That severe lesions of the roots of the brachial plexus 
are far more often caused by compression than by simple elongation, 
which appears in most instances to be only a predisposing factor. 
Practically it may be said that when the shoulders are impacted one 
must beware of unnecessary asynclitic tractions, and at the same 
31 
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time must not forget Budin’s precept to carefully avoid exercising 
even a moderate pressure on Erb’s point, this compression being 
capable of damaging the upper roots of the plexus. 


NICHOLSON. 


Wall Papers as a Cause of Lead-poisoning. 
Lerour (R.). L’Obstétrique, September, 1904. 


THE author relates a case where a newly-married couple suffered from 
colics and the lady had a miscarriage. Change of air gave relief 
from the symptoms, but on returning to their house the couple again 
suffered and were then found to be suffering from lead poisoning. 
In spite of treatment in a second pregnancy the child was born 
prematurely but survived. The wall papers were found loaded with 
lead. Before the repapering of the rooms samples of papers were got 
from London and Paris. Of eleven papers nine contained lead; one 
with velvet surface contained 7°68 grams of lead per square metre of 


paper. E. H. L. Ovrpsant. 


Clinical Report of the Rotunda Lying-in Hospital for the year 
ending November Ist, 1903. 


Poureroy (R. D.). 


Transactions of the Royal Academy of Medicine 
in Ireland. Vol. xxii. 


Tue Reports of the Rotunda Hospital furnish a great deal of in- 
formation of the highest value, and it is much to be regretted that 
all similar institutions do not follow the excellent example of the 
Rotunda. The following points may be gleaned from Dr. Purefoy’s 
last report. 

In the extern department 2,282 cases were attended, and of these 
5 women died, a maternal mortality of 0°22 per cent.; in the intern 
department there were 1,694 cases with 9 deaths, a maternal 
mortality of 0°53 per cent. The fetal mortality (children born dead) 
reached a very high figure in both departments: in the extern 
department it was 104 out of 2,070 births, z.c., 5 per cent.; in the 
intern department it was 78 out of 1,715 births, z.e., 4°50 per cent. 
In the intern department also 33 children born in the hospital died, 
an infantile mortality of 19 per cent. 

The maternal mortality of labour is a subject of great importance, 
and we turn with interest to the account given by Dr. Purefoy of his 
fatal cases. Of the 5 extern cases which died, two were directly due 
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te hemorrhage; one was a case of post-partum hemorrhage which 
was treated by administration of 3ij of ergot, massage of the uterus, 
curetting, and douching with hot creolin solution; while the patient 
was being douched she suddenly collapsed and died in 10 minutes. 
The other was a case of concealed accidental hemorrhage, treated in 
the Dublin method by plugging the vagina and tightly binding the 
abdomen; the patient collapsed under the anesthetic used for the 
plugging, and died before transfusion could be carried out. In two 
others severe post-partum hemorrhage was a prominent feature of 
the case, and the treatment in each was to curette and douche the 
uterus; the patients died of sepsis on the 5th and 13th day respectively. 
The fifth case was probably one of rupture of the uterus caused by 
difficulty in delivering a displaced arm in a breech presentation, but 
no diagnosis is stated, and a post-mortem was not made. The causes 
of death in the intern cases are not set forth in detail, but we notice 
that among them was another case of post-partum hemorrhage, 
treated in the same way with the curette, douching and administration 
of ergot. A recurrence of bleeding occurred 20 minutes after the 
first attack, and hypodermic injections of strychnine and ether, and 
saline transfusion were practised, but the patient died 2} hours after 
delivery. We notice also that in the intern department there were 28 
cases of post-partum hemorrhage and Dr. Purefoy records that 9 of 
them were severe; in other words post-partum hemorrhage occurred 
in 1°65 per cent. of all intern cases. 

It will be observed that the routine treatment of this form of 
hemorrhage appears to be to curette and douche the uterus; in 
neither of the two fatal cases is it recorded that bi-manual com- 
pression of the uterus was practised, nor was the uterus packed with 
iodoform gauze. Certainly the results set forth are not likely to 
commend the use of the curette as a substitute for such well-tried 
methods as compression and packing. Nor can we conceive of any 
sound theoretical reason for curetting under these circumstances; if 
anything is retained in the uterus the fingers suffice for its removal, 
and fragments of membrane too small to be detected by the fingers, 
but which might conceivably be removed by the curette, cannot be 
of the slightest importance asa factor in the causation of hemorrhage. 
Indeed, on theoretical grounds the use of the curette appears to be 
directly harmful, for it must be supposed, if used efficiently, to 
displace the thrombi in the mouths of the uterine sinuses and thus 
actually start fresh bleeding. 

In the intern department 9 cases of contracted pelvis occurred : 
in 8 of these labour was induced, the child being born alive in 7. 
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It is not recorded, however, how many of these children born alive 
ultimately survived; this point is an important one in estimating the 
value of induction of labour, for the infantile mortality is high 
in premature children. The method of induction favoured by 
Dr. Purefoy is the intra-uterine bougie supplemented by 5-grain 
doses of quinine, and in some cases the application of the interrupted 
current, of the value of which a high opinion is expressed. There 
were 10 cases of prolapse of the funis, and in half of these the child 
was born dead, four cases were treated by version, three by forceps, 
and two by expression ; replacement appears to have been tried with- 
out success in two cases. 

In 17 cases the presence of uterine fibroids was noted. In 14 
cases the child was born alive, and the mothers all recovered, including 
one treated by hysterectomy. Forceps were required in 5 cases, and 
post-partum hemorrhage occurred in 3 cases. These favourable 
results will not surprise obstetricians whose experience of the associa- 
tion of fibroids with pregnancy is sufficiently large. The wild state- 
ments sometimes made by surgeons who have no obstetric experience, 
as to the peril caused by fibroids to women in labour, are apt to 
produce false impressions of their true importance in the minds 
of any who may give heed to them. 

In 60 intern cases forceps were applied, the indication in 48 being 
delay in the second stage. In 45 of the total number the patient was 
a primipara, and as there were 576 primipare delivered, forceps were 
required in 7°8 per cent. of the cases. It would be of great benefit to 
parturient women in private practice if 92-3 per cent. of all primi- 
pare were allowed to continue without labour being hurried to com- 
pletion by the application of forceps. There appears to be no 
adequate reason why forceps operations should be so much more 
frequent in private than in hospital practice. 

Manual removal of the placenta was found to be necessary in 
24 cases, and 6 of these suffered subsequently from elevation of 
temperature, while one died in 48 hours of acute sepsis—.a striking 
comment upon the risks attending this operation even in skilled 
hands. Morbidity, 7.e. elevation of temperature, was present in 146 
out of 1694 cases, or in 89 per cent. In many of these, of course, 
only a single rise occurred, and the causes noted in addition to sepsis 
are pneumonia, bronchitis, influenza, phthisis and mastitis. The 
latter should surely be regarded as a manifestation of sepsis, though 
not of the genital tract. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Wednesday, November 2nd, 1904, Epwarp Mains, M.D., 
F.R.C.P., President, in the Chair. 


Dr. Hersert R. Spencer read a paper on CaNceR OF THE CBRVIX 
Compticatine Lanour. (Vide p. 421.) 

Dr. Tuomas WILson congratulated the author on the extremely satis- 
factory lasting result of his operations in these three cases, but stated his 
opinion that the best method of operation for cases of this sort had not 
yet been determined. When the best method, whether abdominal or 
vaginal, in cases of uncomplicated cervical cancer had been determined, 
then it would be possible to apply a similar operation to cases occurring in 
connection with pregnancy. Dr. Wilson referred to two cases in which he 
had recently performed the so-called Vaginal Cxsarean Section in the 
eighth month of pregnancy with immediate results favourable to both 
mothers and both children. He discussed the reasons which led him to 
adopt the vaginal operation in these cases, and described the proceeding, 
which he found not difficult. Referring to Dr. Spencer’s recommendation 
that in the last months of pregnancy labour should be induced, and a 
radical operation only undertaken later, Dr. Wilson remarked upon the 
usual influence of pregnancy in hastening the growth of cancer, and 
referred to a case where abortion took place at the fourth month in a 
patient of twenty-four ; cancer of the vaginal portion of the cervix which 
was present appeared before the abortion to be easily operable, but after- 
wards made rapid progress, so that on the 17th day supra-vaginal 
amputation did not suffice to eradicate the mischief. In all operable cases, 
therefore, at whatever month of pregnancy they may be recognised, 
immediate radical operation should be undertaken. Whether this 
operation should be vaginal or abdominal, the next ten years may be 
expected to show. 

Dr. G. E. Herman expressed his appreciation of Dr. Spencer’s able 
paper. He thought the general rule of treatment in all forms of cancer, 
viz., to remove it as soon as possible, applied to cancer of the cervix in the 
later months of pregnancy. He considered that vaginal hysterectomy 
immediately after delivery should be easy because the vagina was then so 
relaxed that the uterus could easily be pulled down to the vulva. He could 
not agree with Dr. Spencer in advising Porro’s operation with the serre- 
noeud where delivery through the natural passage was impossible. He 
had only once performed Cesarean section for cancer; he sewed up the 
uterus in the usual way and the patient recovered. 

Dr. AManp Rout thought that conservative Cesarean section was the 
correct treatment in inoperable cases, and gave details of one case where 
the woman recovered, but died in three months, a healthy child surviving. 

Dr. Dr. Briags and Dr. W. 8. A. GrirritH expressed 
the opinion that in Dr. Spencer’s three successful cases, the cancers being 
all of the squamous-celled variety, were of the less virulent type of disease, 
and that the fact of non-recurrence after a lapse of years depended more 
on the type of the disease than on any detail of treatment. 
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Dr. W. W. H. Tarts, Dr. Heywoop-Smitu, Mrs. Boyp, and Dr. 
Curnper Lockyer also took part in the discussion. 

Dr. Spencer, in reply, said that his objection to vaginal Cesarean 
section was due to risk of local inflammation. The growth of cancer in 
pregnancy was sometimes rapid, but not always; in his own case it was 
very slow. He believed that the old Porro operation with the serre-noeud 
was safer than the conservative operation. 


SPECIMENS. 


Dr. J. H. Davser showed a Dermoid Cyst of Ovary removed by 
abdominal section. It contained several beautifully formed teeth. The 
cyst, which at the time of removal was as large as a foetal head, had been 
the source of obstruction during labour five years previously, and had been 
associated with subsequent attacks of abdominal pain. 

Mrs. Boyp showed the Uterus Removed by Abdominal pan-hysterectomy 
from a patient of 40 who was the subject of squamous carcinoma of the 
cervix of the uterus. She and her colleagues at the New Hospital for 
Women had, contrary to what had hitherto been the more general practice, 
followed the plan of operating by the abdominal method in all cases of 
cancer of the body of the uterus and in most cases of cancer of the cervix. 
They had now had in all 21 cases without a death, so that she claimed that 
the patient was not exposed to any more risk by adopting this method 
than by removal through the vagina. 

Mrs. Boyp also showed a Fibroid of the Broad Ligament removed from 
a patient 63 years of age who had had copious hemorrhages and increase 
in size of the growth for 5 months. The uterus was enlarged and was 
removed by pan-hysterectomy. Its walls were thick and fibroid and the 
cavity was occupied by a tongue-shaped polypus consisting of fibrin 
attached to an adenomatous base. The section showed a benign adenoma. 
The section of the fibroid showed ordinary fibroid structure. 

Dr. Cutuspert Lockyer showed a Carcinoma of the Ovary of unusual 
type. The growth resembled in its structure the columnar cancer so 
common in the rectum and, as bowel symptoms had existed in this case for 
15 months, it seemed highly probable that the solid mass in the hilum of the 
left ovary was secondary in origin to carcinoma in the rectum. 

Dr. Hersert R. Spencer showed a new Galvano-cautery which he had 
used many times for amputation of the cervix and for hysterectomy. The 
handle itself forms an insulator, and the whole instrument can be easily 
sterilized by boiling. 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting held on November 10, 1904, J. W. Tartor, F.R.C.S., President, 
in the Chair. 


Dr. MAcNAUGHTON-JONES read notes on two cases of ADNEXAL TUMOURS 
CompLETELY CONCEALED BY PERIMETRIRIC EFFuSION and showed, with the 
epidiascope, sections illustrative of desquamative salpingitis. He 
questioned the necessity of hysterectomy if the uterus were not materially 
affected. 

Dr. Beprorp Fenwick read notes on Ovarran Disease ASSOCIATED WITH 
Uterine Frisrorps (specimens) and pointed out the extreme thickening in 
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the coats of the ovarian artery due to the pressure of the tumour. There 
was gross disease in both ovaries and, in his opinion, fibroids in the 
fundus always indicated removal of the ovaries with the uterus. 


The Preswenr said that in fibroid disease of the uterus he had met 
with enormous blood-cysts of the ovary, very obscure in their pathology. 


Dr. Heywoop Smiru showed a Uterus Containing Numerous Fibroids, 
one already sloughing ; the right ovary was converted into a large blood- 
cyst. The patient's temperature had been persistently subnormal, with no 
symptom suggesting suppuration. 

In the adjourned discussion on Mr. Christopher Martin’s paper on the 
TREATMENT OF SEVERE PROLAPSE BY EXTIRPATION OF THE UTERUS AND 
Vaaina, Dr. J. A. MANSELL Mou..in pointed out that the known efficiency 
of accurately uniting the fascia in preventing or curing an abdominal 
hernia was an argument in favour of Mr. Martin’s new method for very 
severe cases if the pelvic fascia could be recognised and united as he 
described. 

Dr. R. H. Hopason suggested that as the fever and suppuration in three 
of these cases reported did not occur until ten days after the operation, 
but in the fourth began on the second day, they were probably in that case 
due to infection at the time of operation. 


Dr. Beprorp Fenwick said that Mr. Martin’s method had the advantage 
of leaving a large raw surface which was necessarily closed by granulation ; 
but he would prefer to leave the anterior wall of the vagina and do an 
extensive colporrhaphy of the posterior and lateral walls. 


Dr. MacnavGutTon-Jongs said that though, as Mr. Martin had himself 
pointed out, the method was not indicated save in exceptional cases, 
Professor Auguste Martin, of Greifswald, had successfully extirpated both 
uterus and vagina in 19 out of 2,000 cases of prolapse. 


Dr. Jervors Aarons thought that for a procidentia recurring after 
hysteropexy, anterior and posterior colpotomy, and perineorrhaphy, it 
would be well to try Mr. Martin’s very ingenious method. 

The Presipent said that he had taken great interest in the method of 
treating severe prolapse developed by his colleague Mr. Martin, and 
concurred in much of his paper, but he thought that the essential part of 
the operation, the rebuilding up of the stretched pelvic facia, could be 
obtained in another way without the loss of the entire vagina. In severe 
prolapse he first treated the cystocele by anterior colpotomy, and gathering 
up the redundant wall of the bladder by a triple continuous and buried 
suture, from the cervix to the urethra. The vagina was afterwards 
narrowed through its length by removing its posterior, and more or less 
of its anterior, wall; so far as he had not had any real failure from this 
method. 


Mr. CuristopHER MarTIN, in reply, said that he had never had any 
difficulty in recognising the fascia and sewing the edges together. Infec- 
tion might come from the rectum, or from the ulcerated cervix or vagina. 
Sewing up the fascia, after removing the posterior wall only, would not 
cure the cystocele. He appreciated the suggestion that the uterine 
arteries should be ligatured before the dissection of the vaginal mucosa ; 
it would diminish the arterial hemorrhage yet it was from the venous 
vaginal plexus that the bleeding was most troublesome. He thanked the 
President for his generous remarks, and was glad that he insisted on the 
importance of suturing the pelvic fascia in operating for prolapse. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNZCOLOGICAL 
SOCIETY. 


Meeting at Sheffield, November 18th, 1904, Dr. R. Favewu, Vice-President, 
in the Chair. 


Dr. Luoyp Rossrts (Manchester) proposed a resolution of hearty 
congratulation to the President, Sir William Japp Sinclair, on the honour 
conferred upon him by H.M. the King. 

Drs. R. Favewu (Sheffield), Gzmme (Liverpool) and (Leeds) 
supported the resolution, which was carried with acclamation. 

Dr. J. B. (Leeds) showed the following specimens :— 

1. Fundus uteri with appendages, removed from a patient of 25 by 
supravaginal hysterectomy, for Bilateral Sarcoma of the Ovaries. The 
symptoms had been intractable menorrhagia unrelieved by curetting, and 
persistent ovarian pain. Microscopically, the structure was that of a 
spindle-celled sarcoma. 

2. A uterus containing in the anterior wall a Myoma of the size of 
a cricket ball, removed with the appendages from a patient of 23 by supra- 
vaginal hysterectomy. Dr. Hellier remarked that while the operation 
presented no difficulty, and the patient made a good recovery without 
suppuration, an interesting complication occurred on the second morning 
after operation. The temperature rose to 100°6°, and the pulse to 140; 
there was acute abdominal pain, with distension and hiccough, and a 
turpentine enema brought no relief. It was feared that peritonitis was 
developing, but the distension was noticed to be chiefly at the upper part 
of the abdomen, and it was therefore decided to wash out the stomach. 
On passing the stomach tube there was an immediate escape of gas, a 
large quantity of mucus was removed and instant relief was afforded. 
The pain ceased and the pulse rate dropped 30 beats per minute. The 
lavage was repeated that evening, and all symptoms abated from that 
time, an excellent recovery following. The case was complicated from the 
fact that the patient had suffered some time before from gonorrhceal 
infection. 


Dr. J. E. Gemmegut (Liverpool) read a short paper on 
CSAREAN SECTION FOR MYASTHENIA GRAVIS. 


The clinical feature of the disease is weakness of some or all of the 
voluntary muscles, sometimes amounting to a paralysis; but after a 
prolonged rest these same muscles may respond to the will, although they 
again become rapidly exhausted. Faradic stimulation leads to a similar 
exhaustion. The muscles most constantly in use are those commonly 
implicated, and the facial paresis and ophthalmoplegia give the patient a 
characteristic appearance. Sensory symptoms are absent, and death 
occurs in a large proportion of cases. Hitherto, no pathological structural 
changes have been found. Dr. Gemmell’s patient was referred to him 
by Dr. W. B. Warrington, Physician to the Northern Hospital, in which 
the patient was an inmate previous to her transference to the Lying-in 
Hospital. Under the title of “ Myasthenia Gravis with Ophthalmoplegia,” 
Dr. Warrington described the case in The Medical Chronicle for August, 
1904. Soon after admission to the Northern Hospital, it was found that 
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the patient was pregnant, and as gestation advanced the disease became 
worse, until the slightest exertion produced profound exhaustion and led 
to alarming dyspncea. She was admitted to the Lying-in Hospital on 
October 15th, labour being expected about the 20th. Her condition was 
one of pitiful weakness and exhaustion, and during the first 24 hours she 
had four attacks of dyspnoea, and sleep was almost. absent for the first 
48 hours. Dr. Warrington had pointed out the extreme gravity of the 
condition, and that death might occur during an attack of dyspncea. 
He feared the effect of the advent of labour, and was satisfied that if she 
did not succumb in the first stage, attempts at the use of the secondary 
powers in the next would almost certainly bring on a fatal attack of 
dyspnoea. Dr. Gemmell determined to await the onset of labour and 
act accordingly. However, on the 17th the dyspnoea became urgent, and 
cyanosis marked. Next morning the respiratory movements were only 
those associated with hiccough, and the extreme gravity of the condition 
led Dr. Gemmell to decide to perform Cesarean section, as being the 
procedure which would most speedily terminate the pregnancy in a 
manner which could be most under control. The operation was rapidly 
carried out without difficulty. Uninterrupted recovery followed, accom- 
panied by gradual improvement in the respiratory and myasthenic 
symptoms. Dr. Gemmell remarked on the scantiness of the literature 
bearing on this subject. One patient with ocular paralysis became 
pregnant and got practically well of the paralyses; another developed the 
disease when six months pregnant, improved, and three years later was 
recorded as a typical case. A small piece of uterine muscle removed at 
the operation was examined microscopically, but with negative results. 

Prof. ArTHuR J. Hau (Sheffield) thought that the right and proper 
treatment had been carried out, and remarked that such an event as 
Cesarean section was probably unique in the annals of myasthenia gravis. 
He referred to the rarity of cases of this disease, and to the constancy 
with which they were usually diagnosed as hysteria in their earlier 
stages, chiefly because of the extreme variability of the symptoms from 
day to day, or even from hour to hour. In a fatal case of the disease 
which he had recorded a few years ago in Brain, this variability was a 
striking feature; at one time the patient would walk fairly well, at 
another she would hardly be able to stand; after a sleep she would be 
able to speak clearly and to open the eyes widely, whilst as the day went 
on her voice would become nasal and there would be marked ptosis. 
Even the sudden death of the patient from respiratory failure followed a 
day after she had seemed better than she had been for weeks. 

Dr. Hevuier said that he had not the slightest wish to criticise 
Dr. Gemmell’s treatment of this most interesting case. No doubt the 
judgment of those who saw the patient was correct. As a rule it is the 
second stage of labour which is to be feared when medical complications 
which threaten the action of the heart or lungs are present; the first stage 
may be left to take its course, and then chloroform may be given and the 
child delivered by forceps. He asked whether in such a case as the present 
it would be good practice to terminate the pregnancy in the early months? 

Dr. Luoyp Rosgerts remarked that twenty or thirty years ago 
obstetricians would have temporised in such a case, but the success of 
Cesarean section had altered matters. He thought that in the present 
instance he would have acted as Dr. Gemmell had done. 

After further discussion, Dr. GrmMmeELi said that the anesthetic 


478 Journal of Obstetrics and Gynecology 


employed had been chloroform, very little being required. If such a case 
had been met with in the earlier stages of pregnancy it would have been 
proper treatment to cut short the gestation. 


Dr. Joun W. Martin (Sheffield) read notes of a case of Dovsie 
Ovarian PaprLLoMaTous Cystic Tumours with a large fibroid springing 
from the fundus uteri. The points of interest were:—(1) There was not 
much ascitic fluid found on opening the abdomen ; (2) the ovarian tumours 
followed the ordinary rule in being bilateral; (3) the right ovary was as 
large as any ordinary cystic adenoma of the ovary ; papillomatous tumours 
are usually described as being smaller ; (4) there was no peritoneal infection, 
although the papillomatous growth had penetrated the wall of the right- 
sided tumour. 

Dr. Lioyp Roserts commented on the absence of ascites and on the 
question of malignancy. 

Dr. GgemMMELL remarked on the frequency with which ovarian new 
growths and inflammatory conditions complicated fibroids of the uterus. 

Dr. PercivaL Barser (Sheffield) read notes of the following cases :— 

1. Frsrom or AspominaL Wau. The patient, aged 27, had three 
months previously noticed “a lump at the bottom of the stomach,” about 
the size of a “small nut.” Since then it had gradually increased in size, 
but had never been painful. It was removed without opening the 
peritoneum; it had a slight attachment to the fascia transversalis and 
possibly also to the transversalis muscle. Microscopically, it was 
composed of fibrous tissue and unstriped muscle. There were also present 
some striped muscular fibres which might have formed part of the 
transversalis muscle. 

2. ABORTION. 

3. Ruprure or Urerus. On November 4th Dr. Barber was asked 
to suggest what should be done with a woman who had been delivered 
that day by version, after failure of forceps, and who was said to have 
a laceration of the vagina. He recommended removal to hospital from 
the labourer’s cottage in which the patient was housed at the time. After 
admission to the Jessop Hospital the house surgeon reported that there 
was apparently nothing urgent about the case, so Dr. Barber did not see 
her until next day. 

She was 32 years of age, very obese, and her two previous labours 
had terminated normally. The history was of onset of labour on 
November Ist, rupture of the membranes on the 2nd and delivery on 
the 4th. She had no anxious expression, no restlessness, and did not 
complain of pain. The temperature was 102°, and the pulse rate 126. 
The abdomen moved with respiration and was quite flaccid. The fundus 
uteri could be felt above the pubes ; it was firmly contracted and somewhat 
tender, but not unduly so. Vaginal examination was difficult, but the 
cervix felt ragged and a tag depended from it. The urine contained 
a little blood at first, but none later. Catheterisation every four hours 
was ordered. The patient remained comfortable all day, but pneumonia 
developed in the evening. Next morning she reported herself as being 
very comfortable, but suddenly, a little time after an evacuation of the 
bowels, she became very ill, and died in a few minutes, and without 
exhibiting any of the classical signs of internal hemorrhage. 

Autopsy on the same evening; abdomen enormously distended by gas 
in intestines and stomach; no signs of peritonitis; peritoneal cavity 
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contained much free recent blood, and there was some’ in the broad 
ligaments, chiefly on the right side. There was rupture of the uterus, 
limited mainly to the lower uterine segment, and involving the peritoneum. 
The rent was posterior and ran obliquely ae from right to left. 
Bandl’s ring was very conspicuous, 

In conclusion, Dr. Barber invited opinions as to what sign or group 
of signs could be taken to indicate this serious condition. 

The cases were discussed by Drs. Favett, E. 0. Crort (Leeds), Luoyp 
Roperts and GEMMELL. 


GLASGOW OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Opening Meeting, October 26th, 1904, Dr. J. K. Keuuy, President, in 
the Chair. 


SPECIMENS. 


Dr. Ritcuig showed a Small Fibroid Tumour with Pedicle, removed 
from the labium; it was covered with skin and showed a fibroid structure 
under the microscope. 

Dr. Kg.uy gave his presidential address on ExTRa-UTERINE PREGNANCY. 
As introduction, Dr. Kelly said he spoke from the experience of having 
had about one hundred cases under his care; he preferred the word 
“extra-uterine” to that of “ectopic,” as it better described a pregnancy 
situated outside the uterus; the various forms of placenta previa and 
interstitial pregnancy coming under the classification of “ectopic.” An 
extra-uterine pregnancy may be defined as a pregnancy which results from 
the settlement of the pregnant ovum elsewhere than in the endometrium. 
The causation of extra-uterine pregnancy is still theoretical ; the considera- 
tion of normal pregnancy leads us to suppose that for the union of germ 
and sperm in the tube a healthy mucous membrane is necessary. The 
fluid in the tube kept in motion by the cilia, causes the germ to pass down 
the tube, and the sperm to pass up; the action of the latter being likened 
to a trout swimming more easily against the stream. On microscopic 
examination of many cases the tube wall has been found to be healthy, 
thus exploding the old theory of desquamative salpingitis as being a cause. 
The true cause seems to lie in the stage of development of the ovum when 
it becomes attached to the maternal structures. This attachment depends 
on obstruction in the tube such as tortuosities, and slowness of ciliary 
stream. Some authorities consider extra-uterine pregnancy as a reversion 
to an earlier type. The presence of a true decidua in the tube still 
remains to be further investigated, but decidual cells are evident. 

In discussing the question of interruption of tubal pregnancy, Dr. 
Kelly expressed the opinion that mere thinning out of the wall of the tube — 
and distension are not sufficient, but that the cause lies in the corrosive 
action of the syncytium upon the tubal tissues—the so-called rupture 
being a perforation. In the case of tubal abortion, the chorionic villi 
have formed a placenta, the syncytium has eaten into the walls of the 
blood-vessels of the ovum, and thus formed a hemorrhagic mole. This 
mole acts as a foreign body, and so becomes expelled from the tube. In 
perforation of the tube wall the vessels on the peritoneal surface become 
eroded, and frequent attacks of hemorrhage occur owing to the continued 
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activity of the syncytium present in the seat of the ovum. Thus it is seen 
that the hemorrhage of early rupture may be more alarming than that of 
later rupture, owing to this peculiar corrosive action of the syncytium. 

With regard to the treatment of extra-uterine pregnancy there is no 
means of prevention. The question divides itself into two periods—one 
before and one after rupture. If a patient is examined having signs of 
extra-uterine pregnancy, an enlarged soft uterus, with a pulsating tumour 
on one or other side of the pelvis, she should be looked upon as a probable 
case of extra-uterine pregnancy. If examined before rupture, removal is 
indicated, as her life is in great danger. If after rupture much depends 
upon the condition present. If the hemorrhage has been slight, if the pain 
has abated, and the general strength improved, the expectant treatment is 
indicated. But if the signs of internal hemorrhage are present, or even 
if gradual increase in the tumour is felt, operation is necessary. The 
abdominal is more satisfactory than the vaginal route. 

The address was followed by a lantern demonstration prepared by Dr. 
A. Louise McILroy from photographs and drawings of specimens and 
microscopic sections. Among the slides shown, of most interest were those 
illustrating a decidual cast of the uterus in tubal pregnancy, syncytial 
cells perforating the wall of a blood-vessel, erosion of tube wall by 
chorionic villi, tubal abortion—embryo outside tube, cord passing through 
abdominal ostium to placenta which was attached to tube wall. 

At the close Dr. J. Nicet Starx, past President of the Society, pro- 
posed a vote of thanks to Dr. Kelly for his paper. 
Dr. replied. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SEcTION OF OBSTETRICS. 


Meeting held November 18th, 1904, Dr. A. J. Suitu, President, in 
the Chair. 


Dr. A. J. Horne showed a case of Elephantiasis of Leg and Vulva. 

Dr. W. J. Smyty showed a specimen of Cancer of Both Ovaries, 
Patient, wt. 66, ceased to menstruate at 54. In April last there was a 
slight red discharge which ceased, but came on again in three months. 
Scrapings from curetting were benign. A small tumour could be felt on 
each side of the uterus. In November a large ovarian cystoma had 
formed. Uterus and both ovaries were removed by Doyen’s method. The 
second case was Z'uberculous Pyosalpinz, and in it the uterus and 
appendages were removed by the same method. 

Dr. E. H. Tweepy asked if there were adhesions behind the uterus in 
these cases, as Doyen only employed his operation for myoma of the uterus. 
Also, would he remove pyosalpinx by that method in every case? 

Dr. R. D. Purgroy thought the question of diagnosis was interesting. 
A malignant tumour sometimes simulated pedunculated fibroid very 
closely. He did not see why the uterus should be removed in every case 
with the tubes. He had found great advantage in operating on these cases 
from tying the ovarian artery in the infundibulo-pelvic ligament. 
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Dr. Kipp thought it too sweeping to say that the uterus should be 
removed in every case with the tubes. He related a case of pyosalpinx of 
both tubes, which drained into the uterus from time to time. The patient 
was too weak to be operated on. She afterwards got perfectly well, and 
bore a living child. 

Dr. A. J. Smitn said he used to be content with removing the tubes in 
tuberculous disease, but then found that patients often came back com- 
plaining of pains, which he thought were due to adhesions. In one case 
he operated again and found a large tuberculous mass, and now he always 
removed the entire uterus. In ordinary cases of pyosalpinx he had not 
yet adopted it. 

Dr. Smyty, in replying, said that in these cases of pyosalpinx, 
tuberculous or gonorrhceal, the tubes were twisted and surrounded by 
dense adhesions, rendering it very difficult to get them out. The chances 
were very much against cases being like Dr. Kidd’s, in which there was 
drainage. His own experience was like Dr. Smith’s—that is, having 
patients coming back after removal of the tubes only, and he thought now 
that the uterus should be removed in most cases. In the case he had 
shown there were a lot of adhesions behind the uterus. 

Dr. A. J. Horne having opened a discussion on Tue INFLUENCE OF 
Frsro-MYoMATA ON PREGNANCY AND PARTURITION, 

Dr. W. J. Smyty said that the general impression was, that women 
with fibroids were less likely to conceive than others, but these women 
were generally sterile long before. The cause of sterility appeared to be 
the condition of the mucous membrane. Another point was that these 
women went on bearing children to a later period in life than others, and 
it was attributed to ovulation and menstruation going on to a later 
period. His own experience did not either support or contradict these 
opinions. He thought that these tumours did not often cause obstruction 
during labour, even when growing low down in the pelvis, as they were 
usually drawn up out of the way. He related a case in which there was a 
subperitoneal myoma, pushing the peritoneum up, and the vaginal mucous 
membrane down. He had to do Cesarean section and remove the uterus 
and tumour. In another case there was an interstitial myoma in the 
lower uterine segment. The patient went into labour for a few hours, 
and then labour pains apparently ceased, came on again in a few hours, 
and the membranes ruptured. She was in labour on and off for a week. 
The os then admitted two fingers, and a foot was pulled down, and after a 
long time the foetus came away. He thought the chief danger of myomata 
was during the puerperium. In one case a hospital patient died from 
post-partum hemorrhage, and, post-mortem, a submucous myoma was 
found, the size of an orange. He had also found that portions of the 
membranes were retained sometimes in these cases, which decomposed and 
caused sepsis. Retained placenta was also common. He did not agree 
with Bland-Sutton that all myomata should be removed, though the risk of 
operation was not great. 

Dr. Pureroy thought the influence of fibroids in causing sterility was 
over-rated. An interesting aspect of the question was the greatly increased 
difficulty in diagnosing pregnancy in the first three months. If a myoma 
invaded the cervical region it was most difficult, as he thought the cervix 
did not undergo the characteristic amount of softening of pregnancy. 
He related a case in which a fibroid occupied the pelvis, and he did 
Cesarean section. A fibroid in the uterine wall also enfeebled the uterine 
contractions, causing marked interference with the course of labour. He 
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related another case of a primipara, et. 30, with a fibroid in the lower 
uterine segment. She went five weeks beyond full term. The presenting 
part could not be reached, and there was a complete absence of labour 
pains. The uterus was removed along with the child, and the patient 
made a good recovery. Displacement should be done in these cases if 
possible, and he thought myomectomy was only advisable in the early 
months of pregnancy. He tabulated these cases in the Rotunda, and 
noticed an absence of post-partum hemorrhage. Most of the patients were 
young women et. between 30 and 40. He suggested that the occurrence of 
pregnancy rather hastened the development, and increased the size of 
these tumours. 

Dr. E. H. Tweepy related a case in which he had removed the uterus 
at the fifth month, as the patient could not have gone on to full term. As 
to fibroids causing sterility, he said it was not the fibroids, but the 
endometritis that caused it in a certain number of cases. If there was a 
subperitoneal myoma it would not cause endometritis, and there would be 
no sterility. Another point was that they might directly cause twisting, 
or pressing, or stretching of the tubes, which might cause sterility. 

Dr. Kipp agreed as to the difficulty of diagnosing pregnancy in the 
early months, when associated with myomata. As to sterility, he thought 
the question was one of comparative and not absolute sterility. He 
related a case of a primipara, et. 44, with two large tumours at the 
fundus. They caused transverse presentation; version was done. The 
placenta had to be removed manually. Patient made a good recovery. 
He had examined the patient since, and found that the tumours had 
entirely disappeared. When pregnancy was complicated by cancer, the 
cancer usually increased rapidly, owing to the hyperemia. He thought 
the same increase usually occurred in the case of other tumours under 
similar circumstances. He related another case in which a tumour sprang 
from the posterior wall of the supravaginal portion of the cervix. Pan- 
hysterectomy was performed, and the patient made a good recovery. In 
another case in which a tumour was present which could not be lifted out 
of the pelvis, Caesarean section was performed. Two years later the 
patient again came into hospital, after she had been in labour for 73 
hours. On this occasion it was possible to deliver her with forceps. In 
another case labour was induced, but soon ceased. A tumour, the size of 
a hen’s egg, was then enucleated from the cervix; after ten days labour 
came on again, and the patient delivered herself. 

Dr. JELLETT said that another aspect of the question was the effect of 
myomata on the life of the ovum during the last months of pregnancy. 
Quite recently, he had had a case in which death of the foetus in utero 
apparently resulted from a myoma of the fundus. He saw a patient in 
February last who was expecting to be delivered about May Ist. She 
went all through May, and then a myoma, the size of a cocoanut, was 
found on the anterior wall of the fundus. A dead and macerated child 
was born on June 3rd, and the placenta was little more than half the 
normal size. He was interested to know if such a case could be attributed 
to the myoma, or whether it was a mere accident of pregnancy. If the 
former, there were two views of the case. First, was the patient’s history 
correct, and should she have been delivered on May Ist, and did the 
myoma affect the innervation of the uterus, and prevent labour coming on 
at the proper time? Secondly, did the myoma interfere with the develop- 
ment of the placenta? This was probably the correct view. Four months after 
the labour he found another myoma on the posterior wall of the fundus. 
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so that there was very little healthy area at the fundus for the placenta. 
It then became a question of how close the myomata lay to the mucous 
membrane, as if they lay very close there might not be sufficient room for 
the uterine sinuses to develop an insufficient circulation. After a certain 
period the foetus would die from interference with the placenta. One 
cause of sterility in cases of uterine myoma was probably to be found in 
cystic degeneration of the ovaries. 

Dr. A. J. Smirn related two cases. The first had a large fibroid 
tumour, the size of an eight months’ pregnant uterus. There were no 
urgent symptoms, but there was no room for a pregnant uterus along with 
the tumour. He removed the tumour and the following year the patient 
was delivered of a full term child, and had had four since. The second 
case was one of six months’ pregnancy, complicated by a large fibroid 
tumour. There was great distress and dyspncea, and the tumour was 
removed along with the pregnant uterus. This was another example of 
the danger of a large fibroid tumour in pregnancy. 

Dr. A. J. Horne, in replying, said he never knew of a primipara, et. 
more than 47. He said there were two questions ne had avoided in his 
paper, first, the diagnosis of fibroids with pregnancy, and, second, their 
after-effects on the puerperal state. In the case he had with Dr. McArdle, 
the patient was six months pregnant. There was a tumour in the right 
hypochondrium, which overshadowed the uterus, but there was a distinct 
line of demarcation. It only gave rise to slight pressure symptoms, and 
the pregnancy went on to full time. There was a breech presentation. As 
to post-partum hemorrhage, he had always referred to the danger of it in 
these cases, but he had seen many without it. He did not see how sterility 
was caused by pressure on the oviducts, as in these cases there was 
excessive menstruation. 
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REVIEWS OF RECENT BOOKS. 


Tue Surcica, Treatment or Bricut’s Disgasz. By George M. Edebohls, 
A.M., M.D., LL.D., Professor of the Diseases of Women in the New 
York Post-Graduate Medical School and Hospital. New York: 
Frank Lisiecki, 1904. 


We are not concerned with such important questions as: What is 
Bright’s disease? Is it after all a local manifestation of a general 
condition which incidentally spoils the kidneys, whilst diabetes is due 
to changes elsewhere which do not entail damage to these organs? Do we 
know enough about Bright’s disease to justify us in treating it surgically ? 
Has surgical treatment, as practised and advocated by certain bold 
operators, given results on which we can rely as a guide in future cases? 
This work is its author’s reply to those questions. But we seek in its 
pages for a subject with which we are deeply concerned, the kidney disease 
of pregnancy, for we think of puerperal eclampsia and the concomitant 
suppression of urine. We look and discover two cases of this complication 
where Dr. Edebohls operated to his satisfaction. Therefore the obstetrician 
must scrutinize the author’s theory and. practice with impartial justice. 

Just as this work reached our hands we find that the first case had 
already attracted the attention of Professor Sippel, of Frankfort. That 
case was originally published in the New York Medical Journal, June 6th, 
1903. In justice to Dr. Edebohls, it must be borne in mind that Dr. Sippel 
quotes the case at second hand from an article in a French medical 
paper, which includes the opinion of Cavaillon and Trillat. Again, 
Dr. Sippel had not enjoyed the opportunity of reading Dr. Edebohls’ 
“Second Case of Puerperal Eclampsia treated by Renal Decapsulation,” 
which is to be found in the Boston Medical and Surgical Journal (June 2nd, 
1904), when he prepared his own contribution to the Zentralblatt fiir 
Gyndkologie (No. 45, 1904), entitled “Die Nephrotomie bei Anurie 
Eklamptischer.” All who join in the controversy must remember this fact. 

Let us investigate Dr. Edebohls’ reports of his first case. A woman, 
aged 23, had an attack of typhoid fever during the fourth month of her 
first pregnancy. Symptoms of nephritis were noted in the seventh month, 
uremia and convulsions near the end of the eighth. Within sixteen hours 
five severe convulsions occurred, the fifth beginning when the patient was 
under chloroform. The cervix was incised on both sides, and the child 
delivered with forceps; it breathed only a few times after its birth. 
For forty-six hours the patient remained free from convulsions, then they 
returned, six severe and a few milder fits being observed within eighteen 
hours. Renal decapsulation was performed. The kidneys showed acute 
or subacute inflammation and were slightly enlarged. It is important 
to note that the capsule was lax, not tense. There was no further 
convulsion after operation, and all the graver symptoms of uremia rapidly 
disappeared, so that two days later the patient, semi-comatose during the 
operation, was in her normal mental condition. Fifteen months after the 
operation, as Dr. Edebohls notes in his report of his case, the patient was 
in perfect health, with no albumen nor casts in the urine. Dr. Sippel 
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considers that there are flaws in the clinical history of this case. The 
recurrence of the eclampsia two days after delivery is suspicious, and 
perhaps it may be added, the fever early in pregnancy might have already 
damaged the kidneys. The question of intracapsuler pressure was obscure 
in this case, where both organs were enlarged yet the capsules were not 
tense, and it is not clear that the eclampsia was due to a pure nephritis 
of pregnancy. Sippel insists that in regard to that variety of kidney 
disease we must feel more certain than we can at present how far it is 
due to and how far it is the cause of intracapsular pressure. The solution 
of the question cannot fail to influence treatment, as if the pressure be 
mainly due to the nephritis, it should disappear spontaneously when the 
pregnancy has come to an end, so that the cause of the renal disease 
is removed. 

Dr. Edebohls’ second case, he may urge, goes far to solve this question 
in favour of his operation as a cure for puerperal eclampsia. He operated 
when there were convulsions during twin gestation. As in the first case, 
the patient was a young woman in the first pregnancy. Vulvar pruritus 
began to trouble her in the eighth month, when the urine was examined 
and found free from albumen or sugar. Late in the ninth month vision 
grew defective, then anasarca, total blindness and progressive coma set in, 
the urine became at the same time albuminous. Twitchings occurred, the 
abdomen was enormously distended and there was not the slightest 
indication of labour. Dr. Edebohls operated, meeting with great 
difficulties owing to the abdominal swelling and the increase of the depth 
of the tissues of the loins caused by the anasarca. Both kidneys were 
markedly increased in volume, whilst in both, let it be noted, the capsule, 
thick and strong, was quite loose so as to appear slightly corrugated, it 
could even be pinched into folds. The urine, very scanty on the day of 
operation, was almost suppressed for twenty-four hours afterwards, but 
then it began to be freely secreted. No convulsions occurred for forty- 
eight hours, but the blindness persisted for four days. Already, on the 
second day, labour set in spontaneously. Critics will not fail to note that 
“a petty convulsion, quickly controlled by chloroform,” marked the 
beginning of dilatation of the cervix. “Two further slight twitchings, 
the last in the history of the case,” were noted within the next hour. 
“They were regarded as the response of the nervous system, still very 
susceptible by reason of uremic intoxication to the ushering in of the 
parturient act.” In the third hour of labour a living male child weighing 
over five and three-quarter pounds was delivered by aid of the forceps. 
A second male child presented, and was delivered also instrumentally two 
hours later ; it died speedily. The mother’s condition now began to mend 
more thoroughly. “A perfect deluge of urine” was excreted during the 
succeeding four or five days, and it was charged with solid products. 
Casts of more than one kind were observed for several weeks. Both lumbar 
incisions healed by primary union, a fact which implies that the renal 
disease had been due to the pregnancy and had disappeared after delivery, 
though the presence of the casts points in an opposite direction. Four and 
a half months after the operation the mother was in excellent condition 
and able to suckle her child, which was very well nourished. The urine 
contained a few hyaline casts, but was free from albumen. 

Edebohls insists that this case proves how renal decapsulation can 
arrest the progress of uremia and of puerperal convulsions of renal origin 
in the undelivered woman—the italics are in the original text. “The 
deduction is self evident. The production of abortion and the induction 
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of premature labour, with all that those procedures imply for mother and 
child, need not henceforth be our only ultimate resources in the treatment 
of puerperal eclampsia.” 

The critic may wonder that nothing is said about milk diet and other 
forms of medical treatment. We admit, however, that in Edebohls’ second 
case anuria had reached a high degree, and therefore the most active 
treatment likely to prove of avail was called for. Decapsulation, on the 
other hand, is not an easy operation, even for an expert, and in the second 
case it proved of great difficulty, hence it is never likely to come into 
general favour in obstetric practice. 

Dr. Sippel rightly allows that Dr. Edebohls’ experiences are of great 
interest, although his conclusions cannot be generally accepted. The 
second case would only confirm the German authority in his opinion, 
which will, we suspect, be largely supported by British obstetricians. 

The surgeon will study The Surgical Treatment of Bright’s Disease 
with deep interest. The literary arrangement of this remarkable work 
is rather clumsy, but the subject is very thoroughly discussed and the 
bibliography copious. The analysis of Dr, Edebohls’ seventy-two cases of 
decapsulation for chronic Bright’s disease up to the end of 1903 is very 
complete. 


oF Oxsstetrics. By J. W. Ballantyne, M.D., F.R.C.P.E., 
F.R.S.E., Lecturer on Midwifery and Diseases of Women and 
Children in Surgeon’s Hall, and in the Medical College for Women, 
Edinburgh; Examiner in Midwifery in the University of Edin- 
burgh. Pp. 242. William Green and Sons. Price 5s. net. 


This little book will be specially useful to Dr. Ballantyne’s pupils and 
to anyone who is arranging a course of midwifery lectures. It is not a 
book that we could recommend to students except as an adjunct to routine 
lectures and classes. Used in this way—ie., in the way that Dr. 
Ballantyne intends it to be used—it should be of considerable value. We 
notice that the author advises the administration of nitrite of amyl in 
heart failure in the 3rd stage of labour with incompletely compensated 
mitral incompetence. We may safely assume that he has had practical 
experience of the value of this treatment. We are afraid that the student 
who, from reading the book, expects to find Langhans’ cells and syncytium 
in the ripe placenta is doomed to disappointment. 
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ADVERTISEMENTS 


THE MODIFICATION 
OF COW’S MILK. 


Simply dissolve MELLIN’S FOOD in HOT WATER 
and add FRESH MILK. 


A few trials with a little careful observation will readily 
determine what changes, if any, in the fats, proteids, or carbo- 
hydrates are needed and the formula can then be varied to 
suit the requirements of the particular case. 


The analysis of MELLIN’S FOOD 
shows that it is— 


1. Starch free. 
2. Rich in maltose, the analogue of lactose. 
3- Alkaline in reaction. 


4. And it so modifies cow’s milk as to ren- 
der it chemically and physically like 
breast milk 

5. The fresh cow’s milk supplies the essen- 
tial antiscorbutic principle. 


Medical Testimony throughout the world under all 
conditions establishes the physiological value of MELLIN’S 
Foop. The employment of fresh cow’s milk in the prepara- 
tion of the mixture secures the retention of the antiscorbutic 
properties of that substance. 


THE “HOME MODIFICATION OF COW'S MILK.” 


A Pamphlet of suggested formule to be obtained with sample from 


MELLIN’S FOOD, Lr., PECKHAM, 


LONDON, S.E. 
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The laxative effect of your food when the predigestion has been 
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regulated precisely according to the time of the digestive process. 
By graduating this, a most perfect adjustment of the action of the 
bowels can be secured.” 


, M.B., B.S. (Lond.), F.R.C.S. (Eng.). 


’ BENGER’S FOOD may be obtained in Tins of leading Chemists, &c. 
BENGER’S FOOD, LTD., OTTER WORKS, MANCHESTER, 


Wl ACCOUCHEMENT AND 
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Write for Illustrated Price List , 
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MEDICAL MEN 


Requiring for their patients the effect of Cod 
Liver Oil cannot do better than prescribe 
SCOTT’S EMULSION—more efficacious than 
plain Oil, entirely digestible and quite palatable. 


Messrs. Scott & Bowne possess letters 
showing that SCOTT’S EMULSION is a 
favourite remedy in over 300 hospitals and 
sanitoria, is highly recommended by more than 
1800 certificated nurses, and strongly endorsed 
by more than 5000 practising medical men. 


16 oz. Bottle with formula, free to any physician, surgeon, or i 
nurse desiring to test SCOTT'S EMULSION. Scott & Bowne, i 
Ltd., 10 and 11, Stonecutter Street, Ludgate Circus, London, E.C. 4 
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MOTTERSHEAD & Co. 


(A. BLACKBURN), 


Pharmacists, 


7, EXCHANGE STREET. 
MANCHESTER. 


RADIOGRAPHY. 


ERSONAL attention is devoted to this work in its various 

branches, and in which we have had constant and exten- 
sive experience dating from the time Professor Réntgen 
communicated his discovery. 


A room under the Royal Exchange has been furnished 
with the most modern apparatus for taking Radiograms, 
making screen examinations, and conducting X Ray work 
exclusively for the Medical Profession. 


Skilled operators can be sent to any part of the country 
with the necessary apparatus to take Radiograms at a patient’s 
residence when necessary. 


Terms for radiographic work on application. Special terms 
to Hospitals and in recommended cases. 


Being actual Makers of Coils 
and Medical Electrical Apparatus 


We are able to guarantee the efficiency and workmanship of 
instruments we supply. Our price for the highest grade 
instruments will compare favourably with the prices frequently 
charged for inferior instruments of foreign manufacture. 


We shall be pleased to quote for sets of Radiographic Apparatus suited for 

Hospitals or Private Practice, and to give free instruction to purchasers. We 

are always willing to give the fullest information respecting our Apparatus, 

and invite enquiries. 

Illustrated Price List on application. 

Telegrams; ‘‘OTTER, MANCHESTER.” Telephone: 1374 MANCHESTER ; 74 ECCLES (for 
communication after business hours.) 
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New Portable Transformer for Cautery 


and Lighting Purposes. 


For Cautery the 
quantity of current 
is regulated by a 
rheostat, and all bur- 
ners for nose, throat, 
ear, eye and similar 
operations can be 
used. 

For surgical lamps 
the pressure of cur- 
rent is regulated by 
a separate rheostat 
through which any 
low voltage lamps 
such as those used 
for forehead, throat 
and cystoscopic pur- 
poses may be illu- 
mined to any desired 
intensity; such 
lamps may be used 
simultaneously with 
the cautery when 
desired. 


This Transformer 


is recommended for 
heating Cautery 
Burners and for the 
lighting of low vol- 
tage surgical lamps 
where constant cur- 
rent is available 
from the electricity 
supply mains. 

The construction 
of this transformer 
is such that it is 
thoroughly reliable. 
It is free from all 
the objectionable 
points of accumu- 
lators and its high 
efficiency makes it 
considerably more 
economical than re- 
sistances. The 
amount of current 
actually consumed 
is so small that the 
transformer may be 
connected with any 
wall-plug or lamp 
holder. 


Transformer as figured with separate Rheostats for Cautery and for Surgical Lamp, to be 
used on a 200 or 220 volts continuous current circuit ‘ “a £14, 


Transformer as above for use on a 100 volts circuit Dee me Pee £13. 


__ Transformer for Cautery and Light; also for Galvanisation and Electrolysis, and provided 
with Galvanometer, Current Reverser, cords, handles, and electrodes for use on a continuous 
current circuit of up to 220 volts pressure atk +“ . £18 18s. Od. 


Transformer for Cautery, Light, Galvanisation, Faradisation, and Electrolysis, with 
Galvanometer, Current Reverser and Coil for faradic current, complete with handles, electrodes 
and cords for working from continuous current circuit up to 220 volts £23. 10s. Od. 


Table on Castors, with drawer, as shewn in figure for above 
Transformers ... . £2. Os. Od. 


Mottershead & Co., 
Makers of Electro-Medical Apparatus, 


7, Exchange Street, MANCHESTER. 
Telegrams: “OTTER MANCHESTER.” Telephones: 1374 MANCHESTER. 
74 ECCLES (after business hours). 
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ENGLISH MADE. 


MIDGLEY’S MEDICATED SOAPS 


Are guaranteed absolutely pure, and do not contain any free alkali, sulphate 
of soda, mineral colouring matter, chalk, resin, tale or sugar. 

The great advantages of using our medicated soaps in the treatment of 
skin diseases, are their great cleanliness, and the ease with which applications 
are made. ‘They are not greasy or messy like ointments. 


COMBINATIONS. 


Alkaline Base. 


No. 1. Ichthyol and Sulphur No. 6. Boracic Acid 
No. 2. Sulphur and Marble No. 7. Silicon 

Sand No. 23. Silicon and Sulphur 
No. 3. Marble Sand Soap No. 25. Sulphur and Camphor 
No. 4. Sulphur Soap No. 33. Mercurial Sulphur 
No. 5. White Birch Tar 


Superfatted Base. 


No. 8. White Rose Soap No. 18. Naphthol and Sulphur 
No. 9. Sulphur No. 19. Sulphur, Camphor, and 
No. 10. Ichthyol Balsam Peru 
No. 11. White Birch Tar and | No. 20. Thymol 

Sulphur No. 21. White Precipitate 
No. 12. Corrosive Sublimate No. 24. Heliotrope 
No. 13. Eucalyptol No. 28. Cold Cream and Oat- 
No. 14. Creolin meal 
No. 15. Ichthyol and Tar No. 30. Naphthol 
No. 16. Menthol No. 31. Creolin and Sulphur 
No. 17. —" and Eucalyp- 

us 


COMBINATIONS. 


Superfatted Base. 
No. 29. Formaldehyde Soap. No. 45. Sulphur and Carbolic 
No. 39. Ichthyol and Salicylic Acid Soap 
Acid Soap No. 34. Nicotine Soap 


No. 27. Biniodide of Mercury (Alkaline Base). 


Special Note.—MIDGLEY’S MEDICATED SOAPS are reserved exclusively 
for the use of the medical profession, and are not advertised to the public in any way. 


When ordering Medicated Soaps specify ‘‘ MIDGLEY.” 


CHAS. MIDGLEY LIMITED, 


PHARMACEUTICAL CHEMISTS, 
17, St. Ann’s Square, MANCHESTER. 
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CHAS. MIDGLEY, Ltd. 


17, St. Ann’s Square, 


MANCHESTER. 


ELECTRICAL DEPARTMEMT 
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" Entirely free from all admixtures—such as Kola, Malt, Hops, Alkali, eto. 
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TEST OF TIME. “ The typical Cocoa of English manufacture.”"— The Analyst. 


CADBURY'S is Cocoa, and the Best Cocoa only. Nutrl:ious, Stimulating, & Digestible. 
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Uterine Dilator. 
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